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PUBLIC HEALTH IN AUSTRALIA. 


Part III. 
DEVELOPMENTS AFTER 1850. 


By J. H. L. Cumpston, C.M.G., M.D. (Melbourne), D.P.H., 


Director-General of Health, Commonwealth 
Department of Health. 


After 1850 the course of events epidemiologically 
in Australia was marked by definite and interesting 
phenomena. Whereas, prior to 1850, Australia— 
five isolated States—had developed slowly as a 
pastoral and agricultural community, the discovery 
of gold entirely altered the social and sanitary 
characteristics of the population. In the nine years 
between 1850 and 1859 the population of Victoria 


jumped from less than 100,000 to more than half 
a million. 

Similarly, in Queensland the discovery of gold 
between 1880 and 1890 brought a large influx of 
people, and in Western Australia the discovery of 
the Coolgardie goldfields in 1893, following the 
earlier discovery of the Murchison goldfields in the 
late ’eighties, increased the population from 36,000 
in 1885 to 100,000 in 1895. 

In all three States the rush consisted of a migra- 
tory population, living under camp conditions, with 
all the economic, dietetic and sanitary conditions 
associated therewith. Consequently, the three 
decades 1850-1860 in Victoria, 1880-1890 in Queens- 
land and 1890-1900 in Western Australia were 
periods of enteric fever of tragic magnitude and 
intensity—forever a reproach to Australia. But 
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enteric fever also flourished, though less actively, 
throughout the insanitary first century. The nine- 
teenth century offered enteric every encouragement, 
the twentieth century saw it pass. 

It should also be noted that ophthalmia—then 
known as “sandy blight”—flourished in this period, 
receding as advancing civilization brought supplies 
of fresh food. The probability of a dietetic deficiency 
factor being con- 
cerned in both this 


prosperity to the country and this attracted, during 
the decade 1880 to 1890, a fresh current of new 
population.. This period, however, concluded in 
world-wide speculation which in Australia took the 
form of speculation in land values, and the effect 
of the financial collapse which followed this boom, 
is shown by the small increment of population by 
migration from 1891 to 1910. For many of the 
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fields on which 
surface gold could 
be easily won were soon exhausted and, while a few 
of the population remained at work upon organized 
deep mines, the majerity found it necessary to turn 
their energies to more stable pursuits. Commerce 
and various forms of productive industries were 
developed, but principally the development was 
along pastoral and agricultural lines. During the 
twenty years 1860 to 1880 these rapidly brought 
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first position in the twenty years ending 1881. The 
great migration had restored the young adults to 
the highest place by 1891, but in the next decade the 
5-15 group had again taken first place at a level 
higher than its place in the standard population. 
By 1911 the new, but less, migration wave had 
brought the 15-25-35 group again on top. During 
all this time the 55-65 group had been increasing in 
relative strength, thus partly weighting and 
neutralizing the ‘trends above indicated. By 1921 


the population had approximated closely to the | 


standard population with a slight excess of young 
adults (25-35). 


In terms of epidemics, the young adult population 
of the ’fifties, ‘eighties and around 1910 was a 
population of typhoid and pneumonia ages. For 
Victoria—the population in question—the ‘fifties 
and ’eighties were periods of the gravest enteric 
prevalence. By 1910 sanitary measures had become 
active enough to prevent any great increase. The 
statistics for pneumonia are too subject to classi- 
fication irregularities and to the influence of 
influenza prevalence to be very reliable. 


Queensland and Western Australia show the same 
great prevalence in enteric fever in the ’eighties and 
‘nineties respectively. 


These three periods of young adultness of popula- 
tion were naturally followed by increases in the birth 
rate and there were produced three periods of great 
excess in the numbers of children under ten years 
over the normal proportion in the community. These 
children should represent a group with a special 
susceptibility to the respiratory infections of child- 
hood. This phenomenon is seen with noteworthy 
distinctness for the death rate from diphtheria in 
Victoria in these three decades (Graph III). The 
same feature is seen with especial definiteness in 
Western Australia—the development of the rise 
being delayed by reason of the great distances and 
infrequent communication. 


Scarlet fever shows an interesting course. During 
the period when the 0-5 age period group was high 
above the relative position for the standard popula- 
tion, scarlet fever was an active and very virulent 
disease ; its activity declined with the line indicating 
on the graph the course of the birth rate. There is, 
however, no explanation for the great ang final 
burst of 1875-1876. 

For measles (Graph IV) all that has been said 
‘above of scarlet fever is almost equally true. 

Whooping cough (Graph V) shows a greater 
relative prevalence before 1890 than after, but the 
significance of this should not be pressed too far. 


The graph (Graph VI) for tuberculosis provides | 
another suggestive picture. In 1872 the death rate | 


from pulmonary tuberculosis in Victoria started 
on a steady rise which continued until 1887, when 
the death rate reached the high figure of 153 per 
100,000. The twenty years 1870 to 1890 were years | 
of very high tuberculosis prevalence in every State | 
except Tasmania and Western Australia. We know 


from other sources that this tuberculosis was of the 
rapid type seen in non-immunes. 

If we consider the graphs showing the death rates 
at various ages at each of the census years in Vic- 
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toria, we see that the 20-35 year group was the one 
_ principally affected in 1870 and 1880 and even into 
1890, but decreasingly so after 1890 (Graph VII). 
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25-35 group its maximum in 1880, the 35-45 group 
in 1890 (Graph VIII). 

This distribution is consistent with tuberculosis 
attacking at the most susceptible ages the large 
young population born between 1850 and 1865. As 


the age constitution of the population became stabi- 
lized, so the curve for the death rate from pulmonary 
tuberculosis assumed a more normal form. 
interesting to note, although the significance should 
not be pressed too far, that the rise in the pulmonary 
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Birth rates and diphtheria death rates. 
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tuberculosis death rate seen in Victoria between |. 


1915 and’ 1920 is consistent, on the same. basis, with 
the rise in'the birth rate between 1885 and 1895 and 
with the halt in thie decline at the same period in 
Queensland. 


Thus we have a picture of a rapidly growing 
population showing three great spurts of growth— 
the ‘fifties, the ’eighties and around 1910. The 
population, always, until 1921, with a lower age 
average than the standard population, showed at 
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Tuberculosis death rates: Age grouping at censuses. 


these three periods the vitality and the diseases of 
young adulthood. 


These periods were immediately followed by 
periods of high birth rate and unusually large 
groups of children at ages susceptible to the respira- 
tory infections of childhood; so these diseases, 
diphtheria, scarlet fever, measles and whooping 
cough, are seen throughout the eighty years to be 
active in proportion to the preponderance in the 
community of children of susceptible ages (Graphs 
ITI, IV, V). 


GraPH VIII. 
Tuberculosis death rates: Age grouping at censuses. 

As the total population increased, it became more 
approximated in age constitution to the “standard 
population” and the phenomena characteristic of 
ill-balancing of age groups disappeared. 

The general behaviour of the respiratory infec- 
tions now is not different from that recorded in all 
other countries, although the virulence is lower, the 
present death rates per 100,000 from the principal 
infectious diseases in the Commonwealth and in 
England and Wales being (1928) as shown in the 
accompanying table. 
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While the age constitution of the population has 
played so important a part in the past in determin- 
ing the behaviour of disease in Australia, other 
factors have been at work. First among these is 
importation. The two most obvious examples are 
small pox and influenza. Small pox has become 
epidemic in Australia on several occasions. Each 
time (except the 1884-1885 outbreak in Sydney) 
the method and time of introduction have been deter- 
mined with certainty or with reasonable prob- 
ability. Influenza has, on each occasion of its 
prevalence in Australia, been absolutely related in 
time to world prevalence. 

Plague has on two occasions established itself in 
Australia, but in neither case is the manner of its 
coming known. 

Cholera, very curiously, has never invaded Aus- 
tralia, though brought here many times by ship. 

The Chinese who immigrated in large numbers 
between 1850 and 1880, almost certainly introduced 
leprosy, hookworm (and perhaps filaria) into Aus- 
tralia. It is of some interest to note that leprosy 
has become. endemic only in the northern part of 
Australia. 

The Kanakas (perhaps also the Chinese) probably 
introduced filariasis into Australia. 

Malaria has been introduced into Australia, many 
times manifesting a definite tendency to disappear. 

Bilharziasis has not found a home here. 


The appearance of diphtheria in Australia was 
dramatic, October, 1858, being the month of the first 
recorded death from this disease of diphtheria which 
had burst upon that generation of medical prac- 
titioners in England as a new disease. As Creighton 
says: “Of its novelty there can be no question.” 
This appearance in England was also in 1858. 


A critical review of the evidence justifies the con- 
clusion that the introduction of diphtheria into 
Australia, or at least the time of its introduction, 
was determined by the accession of activity and 
virulence seen in England in the year 1858. A 
comparison of the graphs of the death rates from 
diphtheria in England and in Victoria shows that, 
after the initial 1858-1859-1860 outbreak, the next 
year of prevalence was, in England, 1863, and in 
Victoria, 1864. These may or may not have been 
related ; there is no evidence. Thereafter in Victoria 
the ‘epidemic years were 1868-1869, 1877-1878 and 
1888-1889-1890. The graph of death rates in England 
shows that these were three years of low death rates. 
The only other years worth noticing are the epidemic 
years, 1873 in Victoria and 1874 in England. There 
is in this case a reverse chronological sequence 
which can have no significance. It may reasonably 
be decided, therefore, that, after the initial intro- 
duction, the course of diphtheria in Australia was 
not affected by events outside of Australia, but was 
determined by factors operating locally or by the 
essential nature of the disease itself. 


Precisely the same conclusion seems to be justified 
in regard to scarlet fever. 


With regard to measles the position is somewhat 
different. The accumulated evidence may not be 
regarded as pointing to definite proof in any direc- 
tion. It can, however, be regarded as legitimate to 
note that the years of highest death rates in Aus- 
tralia corresponded to a certain extent with the 
years of highest mortality in England. This would 
be the case if the accessions of mortality in Aus- 
tralia were dependent upon the importation of infec- 
tion from England at the time of an epidemic wave 
in that country. No more definite statement is 
justifiable. 

Concerning the possibility of repeated importa- 
tions of whooping cough there is little that can be 
said. Information is not available as to repeated 
arrivals of infected vessels and there is no evidence 
that importation of infection played any part in 
determining the course of whooping cough in any 
of the States. 


Briefly it may be said that the commoner infec- 


‘tious disorders behave much as in all températe 


climates, but with a lower degree of virulence, and 
that their course has been determined very largely 
by the fluctuations in the birth rate and only 
slightly by importation, but that the “exotic” 
diseases seem difficult to introduce and still more 
difficult to establish. 

Although it is difficult in a short space to produce 
the evidence in support of the statement, it may 
nevertheless justifiably be stated that, even with 
the imported diseases, density of population plays 
a very important, if not a determining, part. 


Thus it may be accepted epidemiologically that 
for the first complete century of Australian history 
the epidemiological situation was determined by the 
available and accessible amount of susceptible 
human material; but that, as the population 
increased, became more closely aggregated and 
approximated in age constitution the standard for 
older countries, this relationship became less 
apparent, although, perhaps, not less real. 


SOME RECENT DEVELOPMENTS IN THE 
RADIOLOGICAL EXAMINATION OF THE 
GASTRO-INTESTINAL TRACT. 


By JoHN O’Sutiivan, M.D. (Melbourne), 
D.M.R.'& E. (Cambridge), 
Honorary Radiologist, Saint Vincent's Hospital, 
Melbourne. 


Tue purpose of this article is to draw attention to 
refinements that have been evolved in the radio- 
logical study of the gastro-intestinal tract within 
recent years. These developments fall under two 
heads: (i) The detailed study of the mucous mem- 
brane, (ii) the employment of snapshot instan- 
taneous photography, this latter being especially 
applied to the study of the wsophagus and the 
duodenum. 

Up to the present more attention has been devoted 
to the study of the viscus when it has been more or 
less completely filled with an opaque suspension of 
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received some attention, there has been no systematic 
study of its normal and abnormal appearance. 

As early as 1911 Elischer™) described a technique 
for the radiological visualization of the gastric 
mucosa and emphasized its importance from the 
diagnostic point of view. In 1916 G. Schwarz, of 
Vienna,’*) described a case in which the X ray 
examination showed a marked roughening and 


increased prominence of the ruge on the greater | 
curvature of the stomach. At operation this appear- | 
tract it is necessary to know: (i) The normal 
In 1923 | arrangement of the mucous membrane folds, (ii) 


/ the manner in which variations are brought about. 


ance was found to arise from a swollen, inflamed 
condition of the mucous membrane. 
Rendich® described his technique for the examina- 
tion of the gastric mucous membrane. For several 
years Professor Forssell,‘) of Stockholm, has been 
studying the physiology and pathology of the 
mucous membrane of the gastro-intestinal tract. It 
is on the basis of this work that the present radio- 
logical examination of the mucous membrane has 
been built up. At the same time, with the improved 
technique employed in sigmoidoscopy and gastros- 
copy, and also from the examination of resected 
portions of the stomach immediately after their 
removal and of the stomach itself immediately after 
the death of the patient before local death has 


occurred, a more definite correlation between the | 


symptematology and the mucosal change has been 
rendered possible. It is to Professor Berg,“ of 
Berlin, in whose clinic I was fortunate enough to 
work, that special credit is due for the elaboration 
of precise technique for the examination of the 
stomach and duodenum. Following on the lines 
of Berg, Knothe“ has applied these methods to the 
study of the large intestine. 

The basis of Berg’s work is the radiological 
visualization of the mucous membrane of the 
stomach and the duodenum by coating it with a thin 
layer of barium suspension and then by varying the 
degree of contact between the opposing surfaces 
by means of what he terms closed compression, he 
obtains relief Bilder of the mucous membrane. 


To obtain this white-washing effect the patient 
swallows only a small quantity of the barium mix- 
ture, which is then distributed over the surface of 
the stomach by means of manual palpation. It is 
not possible to carry out this procedure in every 
case «without a preliminary preparation. The 
presence of excess mucus on the surface of the 
mucous membrane gives rise to a curdling of the 
barium suspension. This results in a radiological 
appearance which closely simulates a diseased con- 
dition of the mucous membrane. Also the presence 
of excess fluid in the stomach prevents the proper 
outlining of the mucous membrane. This occurs in 
cases Of pyloric obstruction and in cases of hyper- 
secretion. In such cases washing out the stomach 
and aspiration of its contents are necessary. 

The condition of the mucous membrane itself is 
of importance: In some conditions there appears 
to be an ‘increased affinity between the barium sus- 
pension ‘and the mucous membrane. In others it 


barium, and although the ruge of the stomach have j 


may be difficult to obtain satisfactory relief pictures 
of the mucous membrane. The latter difficulty will 


_ be overcome with the further development of the 


methods. 
Experiments are being made on the Continent 
with colloidal suspensions of heavy metals which 


' have a special tendency to adhere to the gastro- 
intestinal mucosa. The varying reactions of the 


gastric and intestinal contents have up to the 
present caused difficulties. 
For the proper study of the gastro-intestinal 


The mucous membrane of the gastro-intestinal 
tract must be considered as a plastic organ. In 
response to the needs of the digestion, changes in the 
arrangement of the folds are continually occurring, 
although in this respect it must be stressed that 
typical configurations are peculiar to certain por- 
tions of the gastro-intestinal tract. Not only do 
changes occur in the arrangement of the folds, but 
also in their depth and width. These changes are 
brought about by two agencies: (i) The action of 
the muscularis mucose with nervous regulating 
mechanism, the plexus of Meissner, and (ii) by 
variations in the fluid content of the mucosa. The 
arrangement and thickness of the folds are usually 
quite independent of the degree of contraction and 
relaxation of the muscle wall of the intestine and 
stomach. With marked dilatation the folds are as 
a rule flattened, but also with strong contraction of 
the muscle wall the mucous membrane can be com- 
pletely foldless. As can be seen from the above, 
there is more or less complete independence of the 
mucous membrane from the outer muscle coat. 
Forssell stresses the importance of the hydrodynamic 
factor’s influence in the appearance of the mucous 
membrane. This means the fluid content of the 
mucosa. It must be mentioned here that the mucous 
membrane relief, as seen on the X ray film or in 
the operating theatre, has quite a different appear- 
ance when seen in the post mortem room. In the 
latter case the mucous membrane is quite foldless 
and thinned out as the result of the relaxation of 
the muscularis mucose and of the process of auto- 
digestion. The same applies to specimens obtained 
at operation and not examined immediately after 
their removal. The importance of the immediate 
fixing of the specimens in formalin has been stressed 
by pathologists engaged in this line of research 
(Orator, Kontjetzny‘®)). Aschoff,®) who has 
investigated a large number of stomachs immedi- 
ately after death, emphasizes the significance of the 
mucous membrane and its power of independent 
movement. 

It is interesting to note the variation in the con- 
figuration of the mucous membrane folds iti the 
different portions of the alimentary tract. In the 
cesophagus the folds are arranged longitudinally 
(Figure I). In. the stomach the longitudinal folds 
of the esophagus are continued along the lesser 
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curvature of the stomach, through to the pylorus, 
forming the Magenstrasse. Over the rest of the 


stomach the folds are arranged in a complicated 
fashion which can be observed on studying the 
stomach after it has been opened and in relief X ray 
pictures (Figures II and ITT). 


Ficure II. 


Anatomical preparation of stomach to show mucosal folds 
after the removal of anterior half of stomach. Compare 
with Figure III. (After Elze.) 


The folds appear to radiate out from the lesser 
curvature and the nearer one approaches the greater 
curvature, the more tortuous they appear. This 
gives rise to the saw-edge appearance seen on the 
greater curvature of the stomach, especially when 
swelling of the mucosa has occurred. This applies 
to the pars media and pars cardiaca of the stomach. 
As one approaches the pylorus the folds become 
longitudinally arranged and parallel with one 
another and then converge towards the sphincter 
(Figures IT, ITI and X). 


In the first part of the duodenum, which, accord- 
ing to. many authorities, is morphologically part of 
the stomach, the folds may be longitudinally or 
transversely arranged (Figure XIIIs). In the 
second and third parts of the duodenum and jejunum 
the folds are transverse, giving rise to a feathery 
appearance of the mucosa (Figure III). In the 
lower portion of the descending colon and sigmoid 
the folds are longitudinally disposed. One can see 
in this arrangement the adaptation of the structural 
arrangement of the mucosal folds to their function. 
In the esophagus, lower part of the sigmoid and 
rectum the longitudinal arrangement of the folds 
is an indication that the function of the mucosa 
here is to further the transport of the food and 
intestinal contents. The more complicated 
arrangement in other portions of the tract is in 
conformity with their more specialized function. 


APPEARANCE OF PATHOLOGICAL CONDITIONS. 
CEsophagus. 


The study of changes in the appearance of the 
csophageal mucosa has up to the present not been 
thoroughly investigated radiologically. Cases have 
been reported in which increased prominence of the 
longitudinal mucosal folds has occurred after the 
swallowing of caustic solutions. It is in the lower 
end of the wsophagus that the study of the mucosal 
change is of great value. This is especially the 
case in the differentiation between such conditions ~ 
as carcinoma, cardiospasm and: esophageal diver- 
ticula. In cases of cardiospasm one can observe 
the continuity of the mucosal folds in the region of 
the cardia. Also in some cases of esophageal varix 
formation one can observe a typical appearance. 


Stomach. 


The changes in the mucous membrane of the 
stomach must be considered under the following 
heads: Gastritis, ulcer, neoplastic change. 
Gastritis. 

It must be understood that the term gastritis is 
somewhat loosely applied to indicate any abnormal 
appearance of the gastric mucosa. A perusal of the 
literature will show the confusion and lack of 
agreement that exist in the classification of these 
conditions. 

Broadly speaking, they can be described under 
three headings: the atrophic, the granular, the 
hypertrophic. The two latter are frequently 
combined. 

1. In the atrophic type the mucosal folds are 
flattened, narrowed and may be almost completely 
obliterated. This latter appearance has been found 
at times in the stomachs of persons suffering from 
pernicious anemia. A similar appearance has been 
found in senile atrophy of the stomach. 


2. In the hypertrophic type the mucous membrane 
is swollen, very often reddened and congested and 
has a glairy secretion on its surface. Included under 
this head is the polypoid change in the mucous 
membrane, which may be generalized or limited to 
the antral triangle of the stomach. Konjetzny‘® 
has pointed out that a hypertrophic polypoid type is 
very often associated with a granular change in the 
antral region of the stomach and that it is a pre- 
cancerous condition in the stomach. It may be 
compared with the precancerous conditions of the 
mucosa of the tongue. 

3. In the granular type the normal mucous mem- 
brane is replaced by a wart-like granular surface. 
This type is generally associated with the hyper- 
trophic one above described. It is very often seen 
in the neighbourhood of ulcers and carcinomatous 
conditions. 

Not only in local conditions in the stomach do we 
get evidence of gastritis, but also in other con- 
ditions, such as tuberculosis, uremia, influenza and 
nicotine poisoning, and in diseases of the liver, 
biliary passages and pancreas. After the ingestion 
of irritants such as “Lysol,” the radiological exam- 
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ination has shown an abnormal appearance of the 
mucous membrane of the stomach. Very often a 
typical gastritic appearance is to be observed after 
a gastro-enterostomy. 

It is not possible to give more than a brief descrip- 
tion of these conditions. For those who are 
specially interested, I would suggest that they 
consult the references at the termination of this 
article. 

Ulcer. 

As mentioned above, in cases of gastric ulcer 
there is very often seen generalized gastritis. 
Locally there occurs a convergence of the mucosal 
folds towards the ulcer crater. These converging 
folds can often be seen on the relief X ray picture 
(Figures IV and V). The edematous edges of the 
ulcer crater reveal themselves as concavities in the 
profile view of the ulcer. This latter applies to the 
more chronic types of ulcer. As is well known, the 
acute hemorrhaging ulcer cannot be readily demon- 
strated. The reason is that these erosions have no 
swollen mucosal wall around them, as the hemor- 
rhage acis as a local venesection and the ulcer crater 
is not sufficiently deep to be demonstrated. This 
latter fact has been stressed by Barclay.“ 

At times the convergence of the mucosal folds 
will indicate the site of the ulcer. An important 
fact from the therapeutic point of view is that 
symptoms will persist after the ulcer niche has dis- 
appeared so long as there is any evidence of mucosal 
change. Certain authorities stress the point that a 
gastritis may be the base of most ulcers. It may be 
objected that up to the present there has not been 
much pathological evidence to support this, but the 
answer to this is that until recently most stomachs 
were examined when post mortem change had set in. 

It is important to remember that the stomach 
immediately after its operative removal is quite 
different from that which it will have a few hours 
later. All who have engaged themselves with this 
line of research have stressed the importance of 
fixation of the specimens immediately after their 
removal. 


Neoplasm. 


In the region of the neoplastic condition one can 
sometimes observe in the early stages of the growth 
a change in the appearance of the folds. For 
example, in the region of the antrum, where the 
folds are longitudinally arranged, the presence of a 
transverse fold which persists must be regarded 
with suspicion. The sudden breaking off of mucosal 
folds indicates very strongly the possibility of a 
pathological condition, most probably a neoplasm. 
On the surface of the tumour an irregular pattern 
replaces the normal arrangement of the mucosal 
folds. One can visualize in relief the contour of 
the tumour formation. It is in cases of tumours of 
the cardiac portions of the stomach that this method 
is of great value, especially when they are situated 
on the posterior wall. The illustrations exemplify 
some of the above mentioned changes (see Figures 
Via, Vis, VIIa, VIIs, VITIa, VITIn, 


An important point in the diagnosis of these con- 
ditions is that the abnormal appearances should be 
persistent and demonstrable at repeated examina- 
tions. An inflammatory tumour, however, can at 
times give a similar appearance. In this respect it 
should be remembered that the microscope cannot 
give us, in all cases, a definite differentiation 
between the two conditions. I merely mention this 
to emphasize the fact that this method, like all 
other methods of clinical investigation, has its 
limitations and that by an appreciation of these it 
will be saved from the disrepute which might follow 
on too extravagant claims as to its value. The 
value of the method in the diagnosis of early malig- 
nant changes long before the development of the 
typical filling defect seen on films of the fully dis- 
tended stomach will be apparent. I should like 
also here to stress that it is only by proper correla- 
tion between the radiological appearances, patho- 
logical changes and clinical findings that progress 
will be made. It is not sufficient for the radiologist 
to be satisfied with the production of a technically 
perfect negative. He is more than a photographer. 
What is required of him is a diagnosis of the existing 
pathological change. This all indicates that a closer 
collaboration between the clinician, pathologist and 
radiologist is necessary and desirable. 


Duodenum. 


One can no longer be satisfied with the old 
indirect symptoms of an irritable cap, increased 
motility of the large intestine, duodenal motility 
of the stomach, for example, initial rapid emptying 
associated with a residue in the stomach four to 
six hours later. It is now possible in a high per- 
centage of cases to demonstrate the actual lesion. 
According to some authorities this is possible in 
90% of cases. 

A great deal of confusion has arise in the litera- 
ture in descriptions of the duodenal cap which has 
been deformed as the result of an ulcer. In the 
production of these deformities many factors are 
at work. According to one school, that of 
Akerlund,“” the cause of these deformities is 
muscle spasm. The work of Forssetl and Berg has, 
however, shown that the reactionary changes in the 
mucous membrane in the neighbourhood of the ulcer 
play an important part here, as in the stomach, in 
the causation of the conditions giving rise to the 
appearance seen on the X ray picture. As in the 
case of the stomach, it is thickening and swelling 
of the mucous membrane at the periphery of the 
ulcer that are responsible for the niche symptom. 
This can be appreciated by viewing the accompany- 
ing illustrations. One sees in the concavity on each 


side of the niche an indication of the swelling of 


the mucous membrane. 


Arrangement of the Mucosal Folds in the Duodenum. 

The arrangement of the mucosal folds in the first 
part of the duodenum varies. They may be longi- 
tudinally or transversely arranged. In the second 
and third parts they are transversely arranged. 
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For the proper study of the duodenum one must 
be equipped with the requisite apparatus. The old 
fashioned serial method has given and is still giving 
good results, but there are occasions on which this 
method is not quite satisfactory. 


This’ is especially the case with ulcers on the 
posterior wall of the duodenum which do not give 
rise to gross deformities of the cap. There are 
cases also in which it is not possible to obtain a 
picture of the cap filled with the barium suspension. 
Professor Berg, of Berlin, has been responsible for the 
introduction of the aimed snapshot of the duodenum. 
By this is meant that one takes a picture of the duo- 
denal cap at any desired phase of its activity, as 
seen on the fluorescent screen. It is comparable with 
photography with a reflex camera. This is accom- 
plished with special apparatus. Provision must be 
made for an instantaneous change from radioscopy 
to radiography (screening to photography). It can 
be understood from the above that more than the 
conventional type of screening stand and a trans- 
former with an output of only thirty milliampéres 
is necessary. 

The duodenum is visualized on the screen and is 
allowed to fill either unassisted or by manual pal- 
pation if necessary. By this means it is possible to 
be certain of always obtaining a picture of the 
duodenal cap. 

The position in which the duodenum is examined 
is of great importance. The usual positions adopted 
for the radiological examination of. the duodenal 
cap are the direct postero-anterior and the right 
anterior oblique position. In the latter position the 
patient’s right shoulder is turned towards the film. 
This gives a profile view of the lesser and greater 
curvatures of the duodenum (continuations of the 
corresponding curvatures of the stomach), but in 
these positions ulcers on the anterior or posterior 
walls of the duodenum are apt to be overlooked. 
If the patient is turned into the left anterior oblique 
position, that is, with his left shoulder towards the 
film, one obtains a silhouette of the anterior and 
posterior walls. The importance of examining the 
patient in the left anterior oblique position cannot 
be sufficiently emphasized (Figures XIIa, XIIp, 
XIIIa, XIIIn, XTVa, XTVs). 

Very often ulcers on the anterior and posterior 
walls are completely overlooked by failing to 
examine the patient in the left anterior oblique 
position. The illustrations bring out this point 
very clearly. One can observe in. these the swollen 
mucous membrane giving rise to the concavity on 
each side of the ulcer niche. 


Large Intestine. 
We will now pass on to the consideration of the 


large intestine. Up to the present two methods 
have been employed: (i) When one administers the 
barium meal and follows its passage through the 
tract, (ii) by means of the suspension enema. 

The first method gave us information with regard 
to disturbance in the function of the large intestine 
and the second permitted us to observe the grosser 


changes in the wall of the intestine and also showed 
obstruction to the passage of the enema. 

A further refinement of this was the combined 
air and barium filling of the bowel as first practised 
by Fischer, of Frankfurt.“?) In this method only 
a small amount of the barium mixture is permitted 
to remain coating the bowel wall. This is accom- 
plished by allowing the patient to evacuate the 
enema. A thin film is left adherent to the bowel 
wall. Air is then introduced into the bowel. This 
must be cautiously done. If not, collapse of the 
patient and even rupture of the bowel may occur. 
The resulting picture on the X ray screen or film 
gives us a remarkably plastic impression of the 
bowel wall. One can observe quite easily diverticula 
formation and polypoid degeneration of the mucous 
membrane and one can differentiate quite easily 
between a spasm of the bowel and an organic stric- 
ture. The illustrations shown exemplify this 
(Figures XVI, XVII, XVIII, XIX, XX, XXI, 
XXII). 

A further refinement is the study of the more 
intimate details of the mucous membrane by a 
relief picture. This has been especially developed 
by Knothe,“ of Berlin. Some of these detail pic- 
tures are included in the illustrations. Usually the 
mucous membrane in relief is a delicate network of 
interlacing lines. In diseased conditions, for 
example, colitis, dysentery, spastic colon, the fine 
network is replaced by an irregular granular appear- 
ance or the folds may show an abnormal prominence, 
especially transversely. This is well seen in the 
illustrations (Figures XXIII, XXIV, XXV, XXVI). 

Study along these lines will, I am sure, yield 
much information regarding the pathological basis 
of numerous disorders of the colon. 


This is a brief outline of what will be appreciated 
is a very big subject. My object has been merely 
to draw attention to the developments that have 
occurred in the radiological examination of the 
gastro-intestine and to indicate their value in 
diagnosis. 
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Ficure I. 
Normal esophagus showing the longitudinal arrangement 
of the mucosal folds. 


III. 
Relief picture of the gastric mucosa. Observe the radia- 
tion of the mucosal folds into the pyloric sphincter which 
is contracted. The round fleck in this region must not be 
mistaken for an ulcer. Compare with Figure II. 


Figure IV. 
Aimed ‘relief picture of an ulcer on the lesser curvature 
of the stomach. Observe the mucosal folds radiating 
into the ulcer niche. There is also some swelling of the 
mucosal folds to be observed. 


FIGuRE V. 
Ulcer. on the lesser curvature of the stomach. Film 
made with compression. Observe mucous membrane folds 
radiating into the ulcer niche. Notice depth of 
ulcer crater. 


FicurE VIa. 
Irregular filling defect on the greater and lesser curva- 
tures of the stomach. The stomach is filled with barium 
suspension. 


Figure VIB. 
Irregular filling defect on the greater and lesser curva- 
tures of the stomach. A smaller amount of barium has 
been employed and dosed compression used. Observe the 
increased detail. At condition 
was found. 


Figure VIIa. 
Case of carcinoma of the stomach. Verified at operation. 
Film made with the stomach fully distended with the 
barium mixture. Observe the “filling defects” at the 
position indicated by arrowheads. 


FIGurRE VIIB. 
Film made from the same patient, but with only a partial 
filling of the stomach with the barium suspension. 
Observe the abrupt breaking off of the mucosal folds at 
the edge of the lesion. Observe how this technique gives 
a much better conception of the extent of the lesion. 
The arrowheads: indicate the lesion. 


FicureE VIII. 
Patient referred for examination as suffering from a 
possible early carcinoma of the stomach. The above 
‘picture shows the appearance of the stomach with a large 
quantity of barium. 


FicurE VIIIs. 
The same case as in Figure VIIIa, but only sufficient 
barium has been employed to outline the mucous mem- 
brane. Observe the abnormal appearance in the antral 
region. This appearance was persistent and found at 
repeated examinations. At operation a thickened poly- 
poid condition of the mucous membrane was found. 
This portion of the stomach was resected. Pathological 
examination revealed a pre-carcinomatous condition of 
the mucous membrane. These illustrations show definitely 
the value of the method in the early diagnosis of 
carcinoma of the stomach. 


Ficure IXa. 
Relief picture of stomach. Referred for examination as 
a possible early carcinoma of the stomach.. Observe the 
appearance of the mucous membrane relief. ‘The mucosal 
folds show marked thickening in the body of the stomach. 
The position is indicated by arrowheads. The appear- 
ance is. quite atypical. Contrast with the appearance in 
the pyloric region. Diagnosis: Carcinoma of the body 


'.of the stomach. Operation was performed three months 
- later. An inoperable carcinoma of the stomach was 


found. 


FicureE IXs. 
_The same stomach as in Figure [Xa fully distended with 
the barium suspension. Contrast the appearance. 


Spasm of antral and pyloric region. Notice continuity 
of mucosal folds. Important in differentiating from an 
organic change in this region. Film made with dosed 
compression. Reflex spasm in.a case of chronic chole- 

cystitis. 

Ficure. XI. 
Relief picture of the gastric mucosa in a case of chronic 
cholecystitis. Observe the swelling of the mucosal folds. 
This indicates a gastritis, a Common accompaniment of 


gall bladder disease. This film was made with dosed 


compression. 


LEGENDS TO ILLUSTRATIONS. 


Ficure XIIa. 
Typical duodenal ulcer history. Aimed photograph of 
pyloric end and duodenal cap. In postero-anterior direc- 
tion no definite abnormality of cap is to be observed. 


Figure XIIs. 
With patient rotated into left anterior oblique position a 
definite ulcer niche can be seen on the greater curvature 
of the cap. Note concavity on each side of niche from 
swollen mucosa. 


FicgurReE XIIIA. 
Aimed photograph of duodenal cap and pyloric end of 
stomach, postero-anterior view. Observe ulcer crater on 
greater curvature. The cap is fully distended. Observe 
concavity on each side of niche due to swollen mucosa. 


Ficure XIII. 
Same case as that illustrated in Figure XIIIa. The cap 
is only partially filled and compression has been applied. 
Observe the appearance of the mucous membrane, also 
small round fleck corresponding to ulcer. crater. 


FicgurE XIVa. 
Aimed photograph of cap. In right anterior oblique 
position. No definite deformity to be seen. 


Figure XIVs. 
In left anterior oblique position. Observe ulcer crater 
on posterior wall. 


Figure XV. 
Film made with compression of stomach after a gastro- 
enterestomy had been performed. Observe swelling of 
mucosal folds. “Gastritis” associated with gastro- 
enterostomy. Notice detail in the region of gastro- 
enterostomy stoma, also feathery appearance of jejunal 
mucosa. The position of the stoma is indicated by 

arrowheads. 


Figure XVI. 
Ordinary barium enema. Compare with the combined ~ 
barium and air filling seen in Figure XXII. 


Figure XVII. 
Combined air and barium filling of the large intestine. 
Observe the plastic stereoscopic effect. Compare with 
ordinary barium filling in Figure XVI, 


Figure XVIII. 
Case of diverticulosis of the sigmoid. Combined air and 
barium filling. Arrowheads indicate the diverticula. 


Ficure XIX. 
Case of carcinoma of the caecum, verified by operation. 
Combined air and barium filling. Observe the appearance 
of the fungating tumour. Observe the constriction at 4. 


FicurE XX. 
Carcinoma of the transverse colon, verified at operation. 
Combined air and . Arrowheads . indicate 
the growth. 


Combined air and barium filling. A carcinoma of the 
descending colon was found at operation. The arrow- 
heads indicate the lesion. Observe the failure of the 


.. affected portion of the colon to distend. Also notice how 


clearly the extent of the lesion is indicated. 


Ficure XXII. 
Combined air and barium filling of the colon. Observe 
the appearance in the sigmoid. Note the granular appear- 
ance of the mucous aang Polyposis of the sigmoid 
colon. i 


XXIII. 
Film made with dosed comipression.of the caecal region. 
Observe the arrangement of the mucosal folds. Normal 

appearance. 

FicurE XXIV. 
Film made with dosed compression of colon after 
combined air. and barium filling of the colon. Observe 

the normal haustrations. 


Figure XXV. 
Pre-diverticular condition of the descending colon. Film 
made with dosed compression. 
Ficure XXVI. 


Severe case of colitis. Observe the appearance of the 
mucous ‘membrane. Film made with dosed compression, 
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THE TREATMENT OF FIBROIDS OF THE UTERUS.* 


By Herpert H. ScHLink, M.B., Ch.M., F.R.A.C.S., 
AND 
CLEMENT L. CHAPMAN, M.B., Ch.M., F.R.C.S. 


(From the Department of Gynecology, Royal Prince 
Alfred Hospital, Sydney.) 


THe treatment of fibroids of the uterus, a very 
ancient and much studied subject, has been selected 
for discussion today on account of the new promi- 
nence that the introduction of irradiation has 
recently given to it. 

So many extravagant claims have been made for 
this modern method that we thought it would be of 
practical interest to review the whole question of 
the treatment of these prevalent tumours in order 
to give you a clear pronouncement of what we 
imagine the correct mode of treatment to be. 

The various operative procedures at our command 
are so thoroughly established that their discussion 
has fallen into the background and the limelight of 
journalistic debate has descended with full force on 
the radiotherapeutic treatment of the growths in 
question. In point of fact, the statement was made 
only recently at a local medical meeting by an 
enthusiastic advocate of irradiation that it was a 
criminal act for a surgeon to perform a mutilating 
operation like hysterectomy for fibromyomata, as 
all could be cured by radiotherapy. 

Notwithstanding these pious expressions of 
enthusiasm, it is our intention briefly to dwell upon 
the value of surgical methods relative to each other 
before taking up this modern method of radiation, 
because in speaking of operative measures we know 
we are dealing with unequivocal curative treatment. 

It is generally agreed that symptomless fibroids 
require no treatment, but it is wise to inform the 
patient’s friends and to keep the patient under 
periodic observation. However, J. B. Deaver and 
many other surgeons have never considered the 
fibroid a simple tumour, and even in the absence 
of symptoms do not regard them as harmless-on 
account of toxins which they regard as causing 
degenerative changes in the heart and other organs. 
They think this fact of itself is sufficient reason 
for removing the tumours. Further, W. Fletcher 
Shaw emphasizes the fact that a uterus with fibroids 
is much more likely te undergo malignant changes 
than one that is free from these tumours, and feels 
that it is much safer for a woman with fibroids 
of moderate size to have the uterus removed before 
the menopause, than run the risk of malignant or 

degenerative changes which so frequently appear 
with it. We personally have found that, contrary 
to popular teaching, fibroids do not decrease in 
size after the menopause, but usually do the opposite. 


Operative Treatment. 
According to the character and position of the 
fibroid, the route of attack chosen is vaginal or 
abdominal. 


1 Read at the first annual reunion of the Royal Prince Alfred 
Residents’ and Ex-Residents’ 
1, 1930, with 
Davies. 


Association, October 7 
a demonstration of the pathology by Dr. 


Vaginal Operations. 
Vaginal procedures this 
mostly been limited to removal of pedunculated 


institution have 


fibroids of the fundus uteri or cervical canal. In 
reviewing the records of the past ten years, com- 
prising some thousand, no cases of vaginal hysterec- 
tomy or removal by morcellement can be found. 


Myomectomy. 


Theoretically, an innocent tumour should be 
removed, but the organ which contains it, preserved, 
unless the removal of the tumour alone is a more 
dangerous operation or the organ that is left, is 
useless. Myomectomy must from its very nature 
be a higher ideal than hysterectomy. 

The clear indications for this operation are few: 
(i) All pedunculated and some single tumours in 


child-bearing age, and even multiple tumours in 


those who desire to have a child. (ii) To cope with 
an emergency in the gravid state, such as rapid 
‘growth, acute pain by red degeneration, pressure 
symptoms, and when the position of the tumour 
makes it almost certain that it will produce 
obstruction during labour. 

Contraindications to myomectomy are more 
numerous: (i) Patients who have passed the meno- 


pause. (ii) When the tumours are multiple or deep 
seated. (iii) Coexisting disease of the tubes and 
ovaries. (iv) When malignant or septic degenera- 


tions are present. 


We agree with Cuthbert Lockyer that the opera- 
tion has a limited sphere and, except for those in 
the child-bearing period with pedunculated or sur- 
face fibroids, its performance is followed by stormy 
convalescences and increased morbidity, especially 
if the uterus is much scarred or the uterine cavity 
has been opened in the process of enucleation. The 
number of pregnancies after such procedures are in 
our experience few. 


Hysterectomy. 


The time honoured operation of hysterectomy has 
done more to restore the health and strength of the 
ailing women of the world than any other surgical 
procedure in gynecology. It has, as Bland-Sutton 
says, abolished the family invalid. 


In gynecological clinics throughout the civilized 
world this operation has a high place of honour in 
the treatment of fibroid growths and it will be 
many a long day before experienced gynecologists 
will be persuaded to abandon this very effective and 
curative procedure for the more doubtful and less 
certain methods of radiotherapy. 


Authorities differ as to whether this removal 
should be total or subtotal. For instance, we find 
such a well known authority as Cuthbert Lockyer 
in England ranging himself on the side of the 
totalists, while B. Keene, an experienced 
American authority of the University of Penn- 
sylvania, states that subtotal hysterectomy is the» 
operation of choice in the large majority of cases’ 
and that total hysterectomy is only occasionally to’ 
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be performed. We in the Royal Prince Alfred Hos- 
pital feel that if we were forced to take sides 
between the classical subtotalists and the totalists, 
we would range ourselves. on the.side of the latter 
for the following reasons. 

It has been our experience that. quite a number 
of cervices left behind in the classical operation 
become malignant. This happened to three of our 
own patients and we have observed it in five other 
cases at the Royal Prince Alfred Hospital. There 
have -been 13 cases recorded in the Mayo Clinic at 
Rochester. Polak . (1921). collected 250 cases of 
cancer of the stump, all of which occurred after one 
year. Fleischmann reports (1925) 50 cases, Sanders 
(1924) 102 cases, Jeaneney and Chavannaz (1926) 
85 cases, Branscomb (1930) 46 cases, and as long 
ago as 1906 Dr. Herbert Spencer collected 28 cases, 
so that considerably over 667 cases have already 
been . published. 

To the risk from cancer must be added that of 
sarcoma which, although not great, cannot be over- 
looked. Further, when the stump is left behind, 
especially in patients who have had adnexal inflam- 
mation, an intractable leucorrhea .often persists 
and worries the patient even more than the original 
condition, and, lastly, the mucosa of a residual 
stump can always harbour.a new infection. 

Every surgeon knows that there are certain cases, 
especially those of cervical.fibroids, in which he has 
been forced to do a total hysterectomy, but there 
are others, characterized by dense adhesions, in 
which an attempt to remove the cervix is fraught 
with great danger. xs 

Again, although the statistics of several operators 
like Cuthbert Lockyer indicate that total hysterec- 
tomy is not attended by increased mortality or mor- 
bidity, these results cannot be applied to the opera- 
tion as performed by the ‘majority of surgeons, 


especially by the occasional operator in the country, 


who is at times forced to operate on these patients 
with fibromyomata. All operators must admit the 
saving of time, the less risk from hemorrhage as 
well as the less risk'of damage to the ureter in the 
subtotal as against the total amputation. This is 
especially true when dense adhesions are present. 

Therefore, while recognizing the advantages of 
removing the stump by panhysterectomy, we regard 
it as a more difficult and more ‘dangerous: opera- 
tion [even in good hands 05% higher: (Polak) }, 
especially for the: man. whois: only occasionally 
called upon to remove ‘the uterus, as are many of 
our outback surgeons in Australia. It might be 
difficult for surgeons abroad. to understand why 
such a man should attempt to operate, but if they 
knew the Australian conditions, for example, an 
indigent settler’s wife a thousand miles from a 
surgical centre gradually sinking into invalidism 
from continuous bleeding, they would realize the 
country surgeon’s predicament. 

Here in the Royal Prince Alfred Hospital we have 
devised a safe hysterectomy for all cases except (i) 
those of fibromyomata. complicated with malignant 
disease (Lockyer reports that serial sections of 900 


total hysterectomies have shown ‘that cancer 
coexisted in the stump in more than 2%), and (ii) 
those cervical growths which force a total amputa- 
tion. This new operation complies with all the 
essentials of total hysterectomy and has none of 
the attendant risks of hemorrhage or damage to the 
ureter and needs very little time for its performance. 

We call this subtotal hysterectomy with endo- 
cervical enucleation, and the detail of the technique. 
is described in a paper published in The Journal of 
the College of Surgeons of Australasia, Volume I, 
1928, Number 1, page 103. 

The coring of the glandular epithelium is no new 
procedure, as Kelly, Douay, Bland-Sutton, Bonney, 
Worrall and many others have advocated it in the 
past. Others have suggested that, instead of coring, 
the endometrium might be destroyed by cautery 
after a subtotal hysterectomy and the development 
of cancer prevented, but there is reasonable doubt 
as to this, because we know that old burns on the 
skin and other parts of the body are not infrequently 
the sites of cancer. 

To save time and to be certain of removing an 
accurately measured area surrounding the cervical 
canal and so leaving no remnant of endometrium or 


- glandular tissue, we invented in 1922 an enucleator, 


a circular knife on a director staff with which we 
core out the cervical endometrium plus a small strip 
of the cervical musculature, either after or 
preparatory to a subtotal hysterectomy. 

This operation fulfils all the. essentials of a 
panhysterectomy and has the following advantages 
over it: (i) Saving of time, (ii) no risk to ureter, 
(ii) less risk of hemorrhage, (iv) ligamenta colli 
et cetera are preserved, (v) the vaginal vault is 
undamaged, (vi), less mortality and morbidity in 
the hands of the occasional operator. 

Its advantages over the classical subtotal hysterec- 
tomy are: (i) No post-operative leucorrhea, (ii) no 
risk of fresh infections, (iii) no possibility of cancer. 

The whole of the endocervix being removed, adeno- 
carcinoma of the stump is impossible and it is a 
reasonable preventive measure against squamous 
carcinoma, as all lacerations are excised prior to 
coring of the endocervix. Even after the usual 
repair measures of torn cervices without coring of 


endocervix, Graves states that only four out of 


5,000 subsequently developed carcinoma. 

The short time taken by the enucleator to remove 
the cervical core justifies: its use in every case in 
which subtotal hysterectomy is performed, and it 
has been our practice for the last eight years at the 
Royal Prince Alfred Hospital, and we have become 
convinced that total removals should be reserved 
for cancer and certain cases of cervical fibro- 
myomata alone. 

To sum up the surgical treatment of fibromyomata, 


we believe in: 


1. The vaginal removal of most pedunculated 


submucous fibroids. 
2. Myomectomy in selected fertile cases. 


3. Total hysterectomy for certain cervical fibroids 


or cases complicated with malignant disease. 
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4. Porro’s hysterectomy following Cesarean 
section in certain cases of fibroids complicating 
pregnancy. 

5. Subtotal 


hysterectomy with endocervical 


enucleation for all other cases. 

We have abandoned the classical subtotal hyster- 
ectomy as described in most text books, except in 
cases of grave surgical emergencies where time of 
the operation is the most important factor. 


The Fate of the Ovaries. 


Before leaving the surgical treatment of fibro- 
myomata, we should like to say a few words about 
the fate of the ovaries in hysterectomy. Some 
schools, such as Manchester, Birmingham’ and 
Sheffield, advocate routine castration during 
hysterectomy for fibroids, but most authorities in 
Europe and America believe in conservation of one 
or both ovaries if they are healthy, even if the meno- 
pause has been passed. This is our practice in the 
Royal Prince Alfred Hospital, especially prior to 
the menopause. At the same time we must admit 
that we occasionally carry out castration if the 
patient is over the menopause. By leaving the 
ovaries the menopausal symptoms are postponed or 
considerably mollified. However, we have noticed 
that a considerable number of residual ovaries have 
come to operation later. The terminal blood supply 
of conserved ovaries has been stated to cause degen- 
eration or termination of function in less than three 
years, but in the absence of exact knowledge regard- 
ing the facts of conserved ovaries we give the patient 
the benefit of the doubt and leave the tubes and 
ovaries on one or both sides. 


Radiotherapy. 


The value of X rays and radium in checking 
hemorrhage is now universally admitted, but we 
must realize that their action is on the ovaries 
and that to insure complete hemostasis a bloodless 
castration must be performed, which all will admit 
is a disaster in a woman under forty. Therefore, 
the use of radium and X rays should, as Clark and 
Keene (among the first experimenters with radium 
for hemorrhage) say, be limited to patients in the 
fifth decade of life who have tumours not larger 
than a three months’ pregnancy, the only symptoms 
of which are profuse menstruation. Also patients 
with small interstitial fibroids accompanied by 
chronic metritis with hemorrhage about the time 
of the climacteric might be submitted to radium as 
an alternative to hysterectomy. The application of 
radium or X rays should always be under the con- 
trol of a trained gynecologist. A full knowledge of 
the life history and associated conditions of uterine 
fibroids is essential. Nothing but the lack of all 
knowledge of morbid anatomy and general pathology 
can account for some of the extravagant claims 
which are made; phenomenal size of the growth, 
the presence of pyosalpinx, degeneration of the 
tumour are no contraindication to some of the 
radium and X ray enthusiasts. It must also be 
remembered that the mortality risks of unskilful 


application are not negligible. Bailey places it at 
15%, which is about the same risk as hysterectomy. 
Further, it is very necessary to be certain of the 
diagnosis, otherwise an ovarian tumour or some 
other pathological condition might be irradiated 
with untoward results. Another point to remember 
when using radium or Réntgen rays is the effect on 
a possible accompanying pregnancy. Werner has 
observed that animals subjected to radiation were 
more likely to abort, and that there were some 
deformities in the offspring in the second genera- 
tion. Again the excellent work of Murphy proves 
that post-conception irradiation may produce 
disastrous effects upon the fetus, particularly 
microcephalie idiocy. 

Let us rapidly contrast the indications against the 
contraindications of this new form of therapy. 


Indications for Radiotherapy. 


Radiotherapy should be used: 
1. In cases in which the tumours are relatively 


small and uncomplicated by degeneration or diseased 


appendages, cases, that is, in which the symptoms 
closely simulate the myopathic uterus (chronic 
metritis) by causing the postponement of the meno- 
pause with severe bleeding after forty. 

2. In cases of uncomplicated fibroids requiring 
treatment, but in which considerations of general 
health contraindicate operation; for example, 
cardiac and renal disease, Graves’s disease, diabetes, 
pulmonary tuberculosis and other respiratory com- 
plications and, finally, dread of operation. 

3. As an alternative to blood transfusion in cases 
of profound secondary anemia to render the patient 
fit to stand radical curative measures. 

We have had many patients coming under the 
last two headings, the last a woman, aged sixty- 
three, with a uterine tumour the size of a four 
months pregnancy, profuse bleeding, profound 
anemia, and a hemoglobin value of 23%. It was 
thought to be a malignant growth of the body, but 
the patient was too ill even for curettage. Thirty 
milligrammes of radium were inserted and bleeding 
stopped. The blood picture six weeks later was 
one of 80% hemoglobin and the uterus was removed. 
The tumour was found to be a degenerating fibroid. 
We have operated upon several other patients after 
radium application and found the fibroids under- 
going degeneration in each instance and attached 
by dense adhesions to the surrounding organs. 


Contraindications to the Use of Radium and X Rays. 

The following are contraindications to the use of 
radium and X rays according to Keene, Kimbrough 
and others: 

1. Tumours larger than a three months pregnancy. 
These usually present degenerative changes which 
are not favourably influenced by irradiation, or it 
may diminish their blood supply and so start 
degeneration. 

2. Rapid increase in the size of the tumour. This 
usually means degeneration and operation is 
indicated. 
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3. Pressure symptoms. While disappearance of 
the tumour is a common occurrence following 
irradiation, the process is slow and excision is 
preferable. 

4. Tumours associated with pelvic pain. This 
is usually due to some adnexal or degenerative com- 
plication and radiation may light up the process. 


5. Pedunculated tumour, both subperitoneal and 
submucous. Here radiation is useless and often 
followed by rapid necrosis and infection. 


6. Tumours in young women. Irradiation to do 
any permanent good must be given in doses of 800 
to 1,000 milligramme-hours, which invariably 
produces a bloodless castration. 

7. In profound anemia which is often due to 
degeneration of fibroids, radiation is not usually 
safe and if radiation is practised on fibroids without 
degeneration in a very anemic subject, the resistance 
is diminished and there is a possibility of necrosis 
or infection of the growth. 

8. Radiation is to be avoided if stenosis of the 
cervix exists, for fear of pyometra or hematometra, 
and if radium is used, it must be placed well above 
the os internum for the same reason. 

Radium should never be used without a thorough 


examination under anesthesia, a diagnostic curette 
and pathological examination of the scrapings. 


(i) Pregnancy must be ruled out for obvious 


reasons, (ii) the exact size and position of the 
tumour must be ascertained, (iii) the presence of 
accompanying cancer must be known. 

From what has been said you can realize the 
difficulties surrounding the subject of irradiation 
and that there is an absolute necessity for a man 
trained in gynecology first to make the diagnosis, 
then rule out the contraindications to irradiation 
methods. We think it nothing less than criminal 
for a man untrained in gynecology to attempt the 
treatment of fibromyomata with either radium or 
X rays and we would like to state definitely that in 
our opinion radium has only a limited field of use- 
fulness and X rays even less. The only indication 
for Réntgen therapy are patients with large tumours 
uncomplicated by inflammatory disease in whom a 
profound anemia prevents operation. In these cases 
the bleeding is controlled, but usually not much 
regression of the tumour takes place. An occasional 
patient may be rendered so comfortable that opera- 
tion is unnecessary, but mostly they come to ultimate 
operation. It is interesting to review the frequency 
with which these methods are used abroad. Keene 
and Kimbrough, of Philadelphia, used radium in 
213%, X rays in 4:7% and operation in 73:2%. 
Clark, their chief, was one of the first advocates of 
irradiation methods. They state that they are being 
less used each year and their advice is, when in 
doubt, operate. Lockyer thinks that not more than 
10% should be irradiated and other authorities 
place it as low as 5%. We agree with this lowest 
percentage and our personal practice at the Royal 
Prince Alfred Hospital would not reach this figure. 


Finally, we give it as our considered opinion that 
a very subsidiary position must be given to radio- 
therapy in the treatment of fibromyomata and that 
operation is the method of choice. 


Reviews, 


RHEUMATIC DISEASES. 


Dr. F. J. Poynton AND Dr. B. SCHILESINGER have written 
an excellent and important account of the state of present 
knowledge of the rheumatic diseases.1 They present 
rheumatism as a constitutional disease which may affect 
the heart, the joints and other parts of the body, often 
insidious in its onset, liable to break out acutely at times 
and to be prolonged from early childhood into adult life. 
This disease accounts for almost one-tenth of total 
invalidity from all causes. The authors are dissatisfied 
with existing nomenclature and classifications, but prefer 
to wait until the exciting cause of the disease is known 
before suggesting more exact terms. 

Attention is directed to the number of examples that 
occur of insidious onset under the age of five years and to 
the fact that in the early years the heart is particularly 
likely to be affected. . The question of the removal of 
tonsils as a preventive measure or as a therapeutic measure 
is discussed fully and the need for careful selection of 
subject and time is emphasized. After consideration in 
detail of a series of examples of relapses following tonsil- 
litis, the hypothesis is developed that rheumatism is an 
allergic disease due to acquired hypersusceptibility to 
streptococci. 

Tolysin in equivalent dosage is said to be much less toxic 
than sodium salicylate in acute rheumatism. While it is 
recognized that sodium salicylate is not a specific, it is 
still used widely to calm the patients and minimize pain. 
Large dosage is deprecated on account of the harmful 
effect of toxicity. The conditions of administration of 
“Nirvanol” in chorea, of vaccines and of milk injections 
and of ammonium orthoiodoxy benzoate for chronic forms 
of rheumatic arthritis are explained lucidly. Convalescent 
home treatment for children and spa treatment for adults 
are described and there is a special chapter by Dr. Frank 
Howitt on physiotherapy. The value of electrocardiography 
for accurate diagnosis and as an indication for further 
treatment of those with heart involvement is the subject 
of an interesting chapter. 

The outstanding impression gained from the book is 
that there are many very big gaps in our knowledge of 
this important subject and that there is little about which 
we can dogmatize. 


HEART DISEASE. 


BrocKBank’s “Diagnosis and Treatment of Heart 
Disease” has some useful hints on treatment, but it largely 
concerns the usual methods of physical examination, the 
point of view in this edition not having altered from that 
of the first edition in 1911. Highty-seven pages 
are devoted to auscultation alone. Not only is the 
electrocardiograph compietely ignored for the evaluation 
of the heart muscle, but Mackenzie’s method of evaluation 
by a history of symptoms during effort is far from stressed. 
Many practitioners are unable to have the benefit of an 
electrocardiographic examination for the great majority 
of their patients, but Mackenzie’s dicta will still remain 
their main guides. 


1“Recent Advances _, the ee of Rheumatism,” by F. J. 
Poynton, M.D., F.R.C.P., Schlesinger, M.A., M.D., 
MRCP; 1931. London: J. and A. Churchill’ Demy pp. 
321, with 25 Illustrations. Price: 12s. 6d. net. 

2“The Diagnosis and Treatment of Heart Disease: Practical 
Points for Students and Practitioners,” by E. x Brockbank, 

M.D., F.R.C,P.; Sixth Edition; 1930. London: H. Lewis and 
Company Lim ited. Crown 8vo., pp. 256, with "acereations, 
Price: 7s. 6d. net 
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Alt articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 


THE ROYAL AUSTRALASIAN COLLEGE 
OF SURGEONS. 

Tue fourth annual meeting of the College of 
Surgeons of Australasia has been held at Sydney. 
It was an event of importance—considerable pro- 
gress was reported and several forward moves were 
made. The event that should be mentioned first, is 
the change of name of the College. Permission has 
been received from His Majesty the King for the 
‘use of the title “Royal,” and the College has become 
the Royal Australasian College of Surgeons. The 
word Australasian has been placed before the word 
college in order to eliminate the possibility of the 
use of the letters “F.R.C.S.” without the qualifying 
“A” to signify Australasia. With this we are in 
entire agreement. The letters F.R.C.S. should be 
used with some indication as to which college is 
meant—the Scottish, Irish or English. The letters 
F.R.C.8. should not be used alone, as some would 
have us believe, to indicate a Fellow of the Royal 
College of Surgeons of England. If any college has 
a right to their use without qualification, it is the 
Royal College of Surgeons of Edinburgh, for it was 
founded and received its Royal Charter earlier than 
either the Irish or English college. 

The second decision of importance has to do with 


The Journal of the College of Surgeons of Aus- | 


tralasia. It will henceforth be known as The Aus- 
tralian and New Zealand Journal of Surgery. The 
new name will indicate the national character of 
the journal and will gain wider recognition for 
Australian and New Zealand work. With Tux 
MepicaL JOURNAL OF AustRALIA, T'he Australian and 
New Zealand Journal of Surgery and The Aus- 
tralian Journal of LEsaperimental Biology and 
Medical Science at their disposal, Australian 
medical practitioners and research workers will 
have little excuse for sending their work abroad for 
publication. 

The Royal Australasian College of Surgeons is 
now a corporate body and two important points 
should be noted in connexion with the objects of the 


‘College as set out in the Memorandum of Associa- 


tion. The first is that the clause relating to the 
education of the public has been omitted and the 
second is that provision has been made for the 
College to conduct examinations of candidates for 
admission to fellowship. The omission was neces- 
sary and the new inclusion is wise. Fellowship 
may yet be conferred on the result of examination. 
Among the achievements of the College have been 
the steps taken towards the attainment of unifor- 
mity in the higher surgical degrees in Australian 
universities. Complete agreement has not been 
reached, but all three universities have adopted the 
principle of requiring candidates to pass both a 
primary examination and a qualifying examination. 
As a result of this achievement the College has 
determined that next year, when the possession of a 
higher surgical diploma by candidates is a sine qua 
non for admission to fellowship, the diploma must 
be one which has been obtained as a result of an 
examination consisting of primary and qualifying 
parts. This will certainly result in more Aus- 
tralian graduates seeking the higher degree in their 
own universities. Valuable as travel overseas 
undoubtedly is, the possession of a master of surgery 
degree of an Australian university should be 
regarded, in Australia at any rate, as adequate 
evidence of intensive study of surgery. The final 
point to which attention may be drawn is that 


_ already certain grants have been made by the 


College for research in surgical problems and that 
further grants are to be made. 
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It is obvious from its recent activities that the 
Royal Australasian College of Surgeons is con- 
solidating its position and extending its sphere of 
usefulness, particularly in upholding the prestige of 
Australasian surgery. From time to time adverse 
criticism has been levelled at the College, and it is 
probably true that mistakes have been made. Such 
is always the lot of new ventures; but in. this 
instance any sips which must be debited to the 
College, have not been mortal. Stress must not be 
laid on faults; they may be corrected and made the 
starting point of fresh endeavour. The Royal Aus- 
tralasian College of Surgeons has to guard on the 
one hand against paying too much heed to the 
tradition of older colleges, and on the other, against 
being too venturesome in experiment. 


Current Comment. 


GASTRIC AND DUODENAL ULCER AND GLYCOSURIA. 


THE possibility of the coexistence of gastric ulcer 
and diabetes has not been greatly stressed. The 
importance of a recognition of such a coexistence is 
obvious. The diet usually employed in the treatment 
of diabetes is altogether unsuitable for administra- 
tion to an individual affected with gastric ulcer; in 
the early stages of treatment of gastric ulcer, if 
concurrent diabetes be undiagnosed, the diet 
employed may not have a pronouncedly deleterious 
effect in every instance, but, of course, the con- 
sequences of a failure to recognize the diabetes may 
be very serious. Joslin has observed a number of 
cases of gastric and duodenal ulcer in diabetics. He 
remarks that the diabetic diet “furnishes ample 
reason for the development of an ulcer of the 
stomach or duodenum”; such a diet is coarse, often 
contains highly seasoned and hot food and an 
abundance of meat. 

I. R. Jankelson and A. Rudy in a recent com- 
munication report a series of eleven cases of gastric 
and duodenal ulceration associated with glycosuria 
or definite diabetes mellitus.1 They give the follow- 
ing reasons for publishing the report: Ulceration 
is often overlooked when diabetes exists; a peptic 
ulcer may cause glycosuria; the coexistence of the 
two diseases complicates the management of the 
patient and may lead to unfortunate results; the 
hunger in the course of diabetes may simulate the 
pain of an ulcer; a diabetic diet may activate a 
dormant ulcer. Peptic ulcers may cause glycosuria 
as the result of a pancreatitis due either to direct 
contact when the base of the ulcer is adherent to 
the pancreas or to a secondary infection in which 
both liver and pancreas may share. In such 


1The American Journal of the Medical Sciences, March, 1931. 


instances the glycosuria frequently disappears while 
the ulcer is being treated, without any restriction 
in the carbohydrate intake. The hunger of a patient 
suffering from untreated diabetes mellitus, the 
hunger pain associated with hypoglycemia and the 
hunger pain of persons affected with gastric ulcer 
are all relieved by taking food. Jankelson and Rudy 
remark further that the results of examination of 
the stomach contents are not diagnostic, as severe 
diabetes is often associated with hypochlorhydria, 
while hypoglycemia is frequently accompanied by 
hyperacidity. Of course the results of these analyses 
never are by themselves diagnostic, though they 
may be very helpful. On the one hand achlorhydria 
or hypochlorhydria may be taken to mean that no 
ulcer is present, while on the other hand hyper- 
chlorhydria, in the absence of other evidence, means 
that ulcer has to be excluded. Unfortunately the 
stomach contents were not examined in every 
instance in their series and, though they remark 
that hyperacidity was revealed by many examina- 
tions, they do not indicate in which instances 
analysis was made. They remark that they have 
never found gastric ulcer associated with severe 
diabetes, though they are not prepared to state 
whether the low gastric acidity may be the cause of 
this apparent immunity. 

Jankelson and Rudy believe that the ‘ineuataae” 
of a diabetic diet may aggravate the symptoms of 
an ulcer or cause hemorrhage or perforation, or 
may even provoke an exacerbation of a dormant 
ulcer. On the other hand, the diet employed in the 
treatment of gastric ulcer may be sufficiently low 
in carbohydrate content to keep mild diabetes 
under control; if it is not, then insulin may be 
administered. These are the lines along which the 
situation should be attacked. 

Of the eleven patients six had definite mild 
diabetes complicated by duodenal ulcer. In each 
of these instances the diabetes was kept under 
control by means of a diet suitable for the treatment 
of peptic ulcer; on no occasion was the use of 
insulin necessary. There were three cases of chronic 
pancreatitis with glycosuria apparently due to 
ulceration, which in one instance was in the body 
of the stomach, in one at the pylorus and in the 
other in the duodenum. . Sugar appeared to be absent 
permanently from the urine following appropriate 
treatment for the ulcers. There is mention of an 
estimation of the blood sugar content in only one 
of these instances; in that case there was no 
evidence of hyperglycemia. The two other patients 
suffered from duodenal ulcer and their urine con- 
tained sugar, but Jankelson and Rudy are unable 
to say whether they were affected with diabetes 
mellitus, though in both instances there was a delay 
in the return of the blood sugar content to normal 
after the ingestion of fifty grammes of glucose. 

Jankelson and Rudy note that Van den Bergh 
investigated the glucose tolerance of a group of 
patients affected with peptic ulcer and glycosuria; 
he found that the blood sugar curve in these cases 
was steep, but receded to normal within two hours; 
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he thought this curve was typical of persons suf- 
fering from ulcer. Jankelson and Rudy do not 
agree with Van den Bergh and are of the opinion 
that there is no abnormality in the sugar tolerance 
of persons suffering from “uncomplicated ulcer.” 
_ There are several points of interest in this report. 
The first striking feature is the age of the patients; 
one suffering from diabetes and duodenal ulcer was 
36 years old, one who had gastric ulcer and whose 
- urine contained sugar was aged 45 years, the 
remainder were from 52 to 77 years of age. Diabetes 
makes its first clinical appearance most frequently 
in middle or late adult life; duodenal ulcer, on the 
other hand, is mainly a disease of early adult life, 
though it may, of course, occur at any age. Were 
these ulcers then caused by the diabetes, were they 
merely incidental or were they the cause of the 
diabetes through their effect on the adjacent pan- 
creas? Apparently the function of the pancreas for 
producing insulin is readily disturbed in later life, 
thus glycosuria resulting from gastric or duodenal 
ulceration, as it apparently did in three instances 
in this series, might be expected to occur more 
frequently in elderly people. 

Another interesting feature is the prevalence of 
‘duodenal ulcer in this series. In only one instance 
was the ulcer actually in the body of the stomach. 
This seems to give further cause for a suspicion 
of the possibility of the existence of some causal 
relationship. 

Of course Jankelson and Rudy have not reported 
a sufficient number of cases to justify drawing any 
conclusions, but they do a service in calling atten- 
tion to the necessity for careful and systematic 
investigation of persons affected either with 
glycosuria or ulcer of the stomach or duodenum. 


GASTRIC SYPHILIS. 


ALTHOUGH syphilitic lesions are known to occur 
in many different parts of the body, they are not 
often recognized in the stomach and small bowel. 
Some writers have gone so far as to state that the 
intestinal tract, with the exception of the rectum, is 
apparently never attacked by the Spirocheta 
pallida. This is not a correct view. At the same 
time it is true that many gastric lesions reported 
as syphilitic, at any rate a decade or two ago, were 
in all probability incorrectly diagnosed. The lesion 
that is most liable to be confused with gastric 
syphilis is carcinoma. The result of such confusion 
is likely to be disastrous to the patient. On the one 
hand, if carcinoma is regarded as syphilitic, valu- 
able time will be lost during the application of anti- 
syphilitic treatment. On the other hand, if syphilis 
is diagnosed as carcinoma, particularly if the 
lesion is extensive, the patient will almost certainly 
be condemned to an early grave which he does not 
always reach, More than this, he will not receive 
the treatment proper to his disease. This aspect has 
been forcibly emphasized by the recent statement 
that some persons who were granted an invalid 
pension years ago on account of inoperable malig- 


‘autopsy was done, 


nant disease of the stomach, are still enjoying their 
regular monetary allowances. It is more than 
possible that some of these persons are suffering 
from syphilis of the stomach. The whole problem 
resolves itself into one of diagnosis. 

Gastric syphilis was one of the subjects discussed 
at the annual meeting of the American Medical 
Association in June, 1930.1 George B. Eusterman 
discussed the question in the light of ninety-three 
cases observed at the Mayo Clinic. Sixty-five of the 
patients were men and twenty-eight were women. 
The ages of 88% ranged from 29 to 48 years. Four 
of the patients were adults with signs of congenital 
syphilis. Twenty-eight patients were submitted to 
surgical exploration and to operation “of one kind 
and another.” The last mentioned fact would 
appear to point to failure of diagnosis; it is easily 
understood, however, because most of the patients 
who were submitted to operation, came under treat- 
ment in 1908 before the Wassermann test could be 
applied to them. In the cases in which operation or 
no gross or microscopical 
evidence of carcinoma, sarcoma, tuberculosis or 
lymphoma was seen. From the point of view of 
symptoms the patients could be divided into three 
groups. In the first group (63%) epigastric pain 
or discomfort after food was present and the clinical 
course was progressive and severe. The second 
group (15%) was that of the pseudocancer type; 
as the name implies, the symptoms were of gradual 
onset and the clinical picture eventually became 
similar to that of the first type. The third group 
(23%) was that of the ulcer type, characterized by 
the “pain-food-ease” sequence. The site and extent 
of the lesion would largely determine the symptoms. 
It is thus evident that if symptoms alone were taken 
as a criterion, it would be impossible to make a 
diagnosis. 

The first thing that would be done by the majority 
of practitioners who suspected the presence of 
gastric syphilis would be to have a Wassermann test 
carried out. Of course, the association of a positive 
reaction to the test and pronounced gastric symp- 
toms would not be sufficient to justify a diagnosis 
of gastric syphilis. The next thing that should be 
done is an X ray examination. In the same journal 
as that containing Eusterman’s article is one by 
L. T. Le Wald, who lays down certain appearances 
which, he states, are characteristic of syphilis of the 
stomach. Space does not permit the discussion of 
these. Several important conclusions, however, 
emerge from these papers and from the discussion 
that followed them. If a demonstrable lesion is 
present in the stomach of a patient with syphilis, 
it should be regarded as syphilitic until it is proved 
otherwise. Patients with suspected gastric car- 
cinoma should be invariably submitted to both X 
ray examination and the Wassermann test. 
Syphilitic lesions may assume a variety of forms. 
Authentic cases of gastric syphilis have occurred in 
which serological evidence is lacking. 


aa ie of the American Medical Association, Ja y 
7, : 
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Gbstracts from Current 
Literature. 


THERAPEUTICS. 


Chronic Nephritis. 

D. M. Lyon, D. M. Duntop anp C. P. 
Stewart (Edinburgh Medical Journal, 
February, 1931) record some effects 
of acidic and basic diets in chronic 
_ nephritis. The ash of foods may be 
neutral, acid or alkaline. An ordinary 
mixed diet contains more acid-forming 
foods, so that acids are found in 
excess of bases, and this acid is got 
rid of by the kidneys, mainly as acid 
phosphate. Since acid is destructive 
to living tissues, it is possible that 
acid-forming diets may be a factor 
in causing or aggravating kidney 
disease. Many investigations have 
indirectly or directly supported this 
supposition. Seven patients with 
definite signs of chronic azotemic 
nephritis were investigated. On a 
standard low. protein diet the blood 
and urine were submitted to routine 
tests; after eight days a diet of high 
basic, high acid or high purin content 
was administered and maintained for 
eight days or more, when further 
examinations of renal function were 
made. On discharge all patients were 
told to continue on a high basic diet 
and instructed to take a mixture con- 
taining 1-2 grammes (20 grains) of 
sodium bicarbonate and sodium citrate 
and 06 gramme (ten grains) of 
sodium alkaline phosphate three or 
four times a day. The high basic 
diet, which yields mainly alkaline 
ash, consisted of 300 grammes of 10%, 
15% and 20% fruit, 350 grammes of 
5% and 10% vegetables, 100 grammes 
of potato, 1,300 cubic centimetres of 
milk, 52 grammes of cheese, 15 
grammes of sugar, 30 grammes of 
butter, 15 grammes of tapioca, 50 
grammes of white bread, and three 
grammes of white of egg. The high 
acid diet contained 50 grammes of 
potato, 150 cubic centimetres of milk, 
100 grammes of prunes, 100 grammes 
of onions, 53 grammes of sugar, 77 
grammes of butter, three eggs, 75 
grammes of meat, one gramme of 
white of egg, 15 grammes of cereal, 
135 grammes of bread, four grammes 
of oatmeal, 80 grammes of fish. The 
high purin diet comprised 60 grammes 
of meat, 26 grammes of liver, 80 
grammes of sweetbreads, 300 grammes 
of fruit and vegetables, 300 cubic centi- 
metres of milk, 100 grammes of onions, 
58 of sugar, 62 of butter, 150 of bread, 
10 of cereal, four of oatmeal and 50 
of cream (40%). The results were 
that in all cases the patients’ symp- 
toms, headache, fatigue, exhaustion 
and breathlessness, were relieved on 
the high basic diet and aggravated by 
the high acid and high purin diets.. 
On the high basic diet the urine 
became less acid, the number of casts 
diminished, the carbon dioxide com- 
bining power of the blood increased 
and blood non-protein and urea nitro- 
gen fell. The improvement noted in 
these patients while they were in 
hospital was continued after their 


discharge, except in one patient with 
very severe nephritis. The blood 
creatinine of this patient was twelve 
milligrammes per centum on leaving 
hospital. This patient died shortly 
after discharge. These results indicate 
that high basic diets are beneficial 
for patients with chronic azotemic 
nephritis. High acid and high purin 
diets were harmful, in that the 
patients felt worse and investigations 
of renal function disclosed an aggrava- 
tion of their disability. 


Lobar Pneumonia. 


TuHE physicians to the Royal Infir- 
mary, Edinburgh, have reported on 
the results of treatment of lobar 
pneumonia by concentrated antiserum 
(Felton) (The Lancet, December 27, 
1930). As early treatment with serum 
is necessary and as it takes time to 
decide the type of pneumococcus 
causing the disease, it was decided to 
give serum in all cases immediately, 
five cubic centimetres being the dose 
(10,000 units). In 89 cases the type 
of pneumococcus in the sputum was 
determined; 29 were Type I, 41 Type 
II, 2 Type III and 17 Type IV. Posi- 
tive blood cultures were obtained in 
six out of 51 patients tested; all six 
died. A series of patients admitted 
over the same period was observed; 
in these no serum treatment was 
given; the results are compared. In 
this small series the duration of fever 
was less and the mortality consider- 
ably reduced in the patients treated 
with antiserum. The number of doses 
of serum given varied between one - 
and nine. Inquiry was made in all 
cases as to whether serum had previ- 
ously been given and sensitiveness to 
serum was tested for by placing a 
drop of normal horse serum in the 
conjunctival sac. Anaphylactic symp- 
toms were observed in two patients, 
though the above test gave no 
reaction; one cubic centimetre of 
adrenalin relieved these symptoms. 


J. Cowan, R. CrUICKSHANK, D. P. 
CUTHBERTSON, JOHN FLEMING AND 
A. W. Harrineton (The Lancet, 
December 27, 1930) publish a 
report from the Royal Infirmary, 
Glasgow, on the _ treatment of 
lobar pneumonia by Felton’s serum. 
Fifty-eight patients were treated; 
10,000 units of serum were given 
intravenously on admission and this 
dose was repeated every eight hours 
until the fever fell below 38-9°: C. 
(102° F.). An average of six doses 
was given, the maximum doses in any 
One case being 26. 
and sputum tests were made to deter- 
mine the type of pneumococcus. 
Felton’s serum is potent for Types I 
and II only. The therapeutie dose 
measures about 10 cubic centimetres. . 
_A conjunctival test for sensitivity is 
made before the first injection. The 
serum is concentrated and has a low 
toxicity. Anapkylactic phenomena 
occurred in six cases, after one, two 
and eleven doses. In two cases 
dyspnea, cyanosis and feeble pulse 
were noted; rapid improvement fol- 
lowed the administration of adrenalin 


Blood cultures - 


and atropine. The results of treatment 


were compared with those among a 
series of patients of similar ages in 
previous years; there was an apparent 
favourable response among the 
patients treated with serum. Of the 
serum treated infections 15 were due 
to Type I, 26 to Type II, one to 
Type III and 13 to Type IV. The 
serum being potent only against Types 
I and II, the results in cases due to 
Types III and IV were disregarded. 


Epinephrin in Angina Pectoris. 


J. E. F. C. Woop (The 


American Journal of the Medical 
Sciences, January, 1931) discuss the 
use of epinephrin as a method of dif- 
ferentiating between true angina 
pectoris and other conditions attended 
by similar pain, and report a case in 
which the injection of epinephrin was 
attended by serious results. The case 
is reported in full detail with electro- 
cardiograms. A subcutaneous injec- 
tion of one cubic centimetre of one in 
1,000 solution of epinephrin resulted 
in a violent attack of substernal pain, 
persisting for over eight hours, fol- 
lowed by collapse, bradycardia, a 
severe fall in blood pressure and in 
electrocardiographic changes suggest- 
ing myocardial damage. The authors 
issue a warning that the therapeutic 
use of epinephrin in patients who may 
possibly have angina pectoris, requires 
great care and they add that this 
caution probably also applies to 
ephedrin. 


Cardiospasm. 

Moses Exrnuorn (Annals of Internal 
Medicine, February, 1931) discusses 
the treatment of cardiospasm. After 
describing the use of various dilators, 
he details his method of gastric feed- 
ing through his  gastro-duodenal 
apparatus. The diet consists of orange 
juice, milk and cream, vegetable soup 
and chicken soup and similar liquids. 
In certain cases, however, gastric feed- 
ing is insufficient and intermittent 
dilatation by special instruments is 
necessary. The author was impressed 
by the excellent results obtained by 
surgeons in manual dilatation of the 
cardia from below upwards and 
laterally and concluded that in order 
to dilate the spasmodic area mechani- 
cally the strength of dilatation should 
be applied from below upwards and 
laterally, and not from above down- 
wards. He has therefore devised an 
apparatus on the basic principle of 
lateral and retrodilatation. His cardio- 
dilator apparatus consists of a special 
bucket, a tube, a rubber bag and 
syringe. The method used by the 
author is as follows. The tube with 
the bucket covered by the rubber bag 
is passed into the patient’s stomach. 
The patient is then examined by 


. Means of the fluoroscopic screen and 


when the observer is certain that the 
tube ‘has entered the stomach, a little 
air and then about four cubic centi- 
metres of barium are injected by 
means of the syringe into the bag. 
The tube is then withdrawn until 
resistance is felt by the patient. The 
dilating bag is then reduced in size 
and retro-dilatation is commenced. 
The tube is pushed back into the 
stomach and the process repeated. 
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Lateral dilatation is effected by allow- 
ing the bag to remain in contact with 


the spasmodic area for five minutes. 


The dilatation should be repeated 
every three days, each sitting lasting 
twenty minutes. Fluoroscopy is neces- 
sary only during the first dilatation 
to determine the length of tubing to 
be swallowed in order that the dilating 
bag extends beyond the spasmodic area. 


NEUROLOGY. 


Chronic Progressive Polyneuritis. 


Hersert H. HYLAND AND W. RITCHIE 
RussEL_L (Brain, October, 1930) men- 
tion that cases of chronic polyneuritis 
may sometimes, though rarely, pro- 
gress so steadily, gradually and even 
fatally, as to give a. picture which 
superficially resembles that of pro- 
gressive muscular atrophy. They 
report this example in a woman, aged 
forty-five, who complained of paralysis 
of the arms and legs, breathlessness 
and spasms of choking, which had 
come on gradually and without obvious 
cause over a year. Clinically she pre- 
sented a state of utter helplessness, 
with immobile limbs, somewhat 
atrophied muscles, absence of tendon 
reflexes, laboured breathing and 
cyanosis. Death soon followed and an 
elaborate histological examination of 
the nervous system by J. Godwin 
Greenfield showed the following find- 
ings: Profound degenerative changes 
in anterior nerve roots, peripheral 
nerves and intramuscular nerves, the 
motor nerve dominating the sensory 
nerve involvement; severe general 
atrophy of muscle fibres; and, in the 
spinal cord, some shrinking of anterior 
horn cells, but no degeneration of 
white matter, the latter being note- 
worthy, because such degeneration is 
usually found in cases of polyneuritis. 
No speculation concerning etiology is 
made. 


Progressive Hypertrophic 
Polyneuritis. 

_W. RusseELL AnD Hueu G. 
GARLAND (Brain, October, 1930) 
describe seven cases of progressive 
hypertrophic polyneuritis, in two of 
which the diagnosis was confirmed by 
microscopical examination of the 
nerves. It is indicated that the clinical 
picture varies within wide limits. But 
while pupillary anomalies, nystagmus, 
kyphoscoliosis and other changes have 
been described as part of the make-up, 
there are in point of fact only two 
constant features, namely, muscle 
atrophy and a peculiar enlargement of 
the peripheral nerves. Incidental to 
the present series of cases it is noted 
that nystagmus and absence of knee 
jerks are common to all. In the matter 
of etiology various opinions have been 
expressed. For some it is a familial 
condition, for Marinesco and others 
it is a variety of Charcot-Marie-Tooth’s 
disease, for Bielschowsky it has rela- 
tion with von Recklinghausen’s neuro- 
fibromatosis, while for Souques and 
others it is both clinically and patho- 
logically a distinct entity, and it is 
this last view which the present 
writers support, 


Mental Changes in Cardiac Disease, 
A. G. Gipson (Journal of Mental 
Science, October, 1930) from an 
analysis of a number of cases of 
insanity complicated with heart 
disease concludes that no explanation 
from the cardiological point of view 
can be given why one patient with a 
serious cardiac lesion is clear in mind 
while another shows mental symp- 
toms. It is not always possible to 
postulate cerebral lesions or degenera- 
tive changes. The reason more prob- 
ably lies in the manner in which 
patients with specific psychological 
tendencies react to circulatory and 
other changes. Mitral stenosis and 
ischemic necrosis are more likely 
than other cardiac lesions to produce 
mental change. Mental symptoms due 
to faulty cardiac action tend to 
improve rapidly if the heart can be 
restored to normal activity. Finally, 
failure to make a physical examina- 
tion may lead to the certification of a 
patient who ordinarily would not be 
certified. 


The Study of Hysteria. 


S. A. KInnNIER WILson (Journal of 
Neurology and Psychopathology, Janu- 
ary, 1931) approaches the study of 
hysteria from the _ standpoint of 
empiricism. An outstanding feature 
of hysteria are the changes which its 
clinical syndromes have undergone, 
for example, seldom nowadays does 
the clinician witness the elaborate fits 
drawn by Paul Richet, and yet beneath 
surface diversities the essence of the 
phenomena remains unmodified. Can 
it not be that hysteria is but a name 
for a_ reaction capable of being 
expressed in dynamic, neurophysio- 
logical terms? Take the motor system. 
In hysterical paralysis, what Beevor 
described as “defective inhibition of 
the antagonists” is without doubt the 
most common motor sign. This is 
obviously a disturbance of the Sher- 
ringtonian law of reciprocal innerva- 
tion, and is one reason for inferring 
that hysterical palsies bear the physio- 
logical imprint of cortical defect of 
function. Turning to the sensory 
system, before assuming that the sen- 
sory disorders of hysteria have a 
psychogenic basis, it must be remem- 
bered that physiological arrangements 
in the cortex may explain their 
apparently bizarre occurrence. And 
concerning the well known absence 
of bleeding in hysterical anesthesia, 
the writer narrates a case of lesion 
in the formatio reticularis of the 
medulla likewise producing bloodless 
anesthesia. Here the inference is 
that bulbar mechanisms are involved 
in certain cases of hysteria. Further, 
as to the reflex system, in hysterical 
paralysis it is now well established 
that the plantar reflex may be lost 
and that ankle clonus and incontin- 
ence and retention of urine may occur. 
From the foregoing it is seen that dif- 
ferentiating criteria as between 
organic and hysterical conditions have 
lost much of their specificity. In the 
matter of etiology there are diffi- 
culties. The author objects to the 


commonly accepted theory’ that 
hysteria is conditioned by sexual con- 


flict. He submits that the hysteric 
is born, not made, and that an 
unstable constitutional background is 
the soil from which hysterical growths 
spring. Transcortical inhibition domi- 
nates the neuraxis: “letting go” 
rather than “doing” represents the 
true meaning of a “volitional” act. 
The cortex, considered as a ganglion, 
eannot differ inherently in function 
frem infracortical ganglia, except as 
regards complexity. Transcortical dis- 
order of function, on the analogy of 
functional release at lower levels, may 
explain the phenomena of hysteria. 


Subacute Combined Degeneration of 
the Cord and Liver Therapy. 

C. C. UNeLEY anp M. M. SuzMAn 
(Brain, September, 1929) state that, 
although the cause of subacute com- 
bined degeneration is still unknown, 
the improvement which comes with 
dietetic measures suggests a similarity 
to certain deficiency diseases, such as 
pellagra and lathyrism, in which there 
is corresponding involvement of the 
spinal white substance. Further, the 
constant presence of achlorhydria and 
the frequent hereditary factor in sub- 
acute combined degeneration point to 
its being a deficiency disease in per- 
sons having a constitutional diathesis. 
The experience of the writers is that 
liver therapy definitely benefits the 
nervous complications. But it seems 
that, as with the anemia, so with the 
nervous phenomena, the t1emissions 
following liver therapy will be main- 
tained only so long as the treatment 
is continued. Further, since with 
treatment all clinical indications of 
spinal cord involvement may vanish, 
it would appear that the degenerative 
changes in the cord are not necessarily 
permanent. The writers’ observations 
were made at Newcastle-on-Tyne 
(England) and comprise seventeen 
subjects beneficially treated. 


Trigeminal Neuralgia. 

M. N. Tapras (La Presse Médicale, 
February 18, 1931) is a firm advocate 
of the treatment of _ trigeminal 
neuralgia by injection of the Gasserian 
ganglion with alcohol vid the foramen 
ovale. By this means he has success- 
fully treated 52 patients. He describes 
two methods of approach, one the sub- 
zygomatic or horizontal, the other the 
submalar or inferior (on the lines 
laid down by Hartel). He discusses 
possible errors and accidents. First, 
he found that an alarming hemor- 
rhage often occurred immediately 
upon introducing the needle; this, 
however, was easily subdued by pres- 
sure. Secondly, giddiness and vertigo 
sometimes resulted, especially after 
injection by the inferior route, and 
probably meant that the needle had 
penetrated the dura mater and that 
alcohol was spilt in the subarachnoid 
space. Thirdly, ulceration of the 
cornea occurred in 10% of the cases, 
but yielded to treatment.- Fourthly, 
paralysis of the facial (seventh) nerve 
occurred six times. This was always 
temporary; in the worst case it lasted 
three months and was difficult to 
explain. Lastly, on two occasions a 
transient strabismus and paresis of 
oculomotor nerves were noticed. 
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Special Articles on Diagnosis. 
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XLVIIL. 
DYSPEPSIA. 


Dyspepsia or indigestion is a vague term, used by the 
patient to describe symptoms which he refers to a distur- 
bance of the stomach. The physician’s first task is to 
determine whether or not the stomach is at fault. 
Frequently symptoms attributed to the stomach have origin 
in causes external to this organ. Thus vomiting is 
frequently the first symptom in scarlet fever, and an 
unwary medical attendant may make a diagnosis of “acute 
gastritis” in a sick child, only to be confronted by a rash 
and sore throat on his next visit. The vomiting centre is 
highly irritable in many infective states and in those 
diseases associated with cerebral anemia. Loss of appetite, 
nausea and vomiting are not uncommon in pulmonary 
tuberculosis. Pernicious anemia is sometimes attended 
by serious vomiting. The “morning sickness” of pregnancy 
and the vomiting of uremia are well known, though the 
mechanism by which the vomiting centre is irritated is 
but little understood. Vomiting due to cerebral anemia 
occurs in coronary occlusion, heart block and cerebral 
tumour. Its frequency in migraine is attributable to ill- 
known temporary changes in the brain, possibly also of 
vascular origin. 

Bearing the above points in mind, we are concerned 
only in this paper with the manifestations of indigestion 
in which the stomach and the neighbouring organs func- 
tionally associated with it are actually or apparently at 
fault so far as the physician can judge, and in which no 
other organ gives indication of antecedent disease. These 
disturbances of gastric function are usually classified into 
two main groups, organic and functional dyspepsia. The 
recognition of the group to which a particular case of 
dyspepsia belongs is the chief duty of the diagnostician. 
On it depends the patient’s chance of relief from suffering 
and worry. Four methods of investigation are available: 
(1) evaluation of the patient’s symptoms, (2) physical 
examination, (3) radiographical examination, and (4) bio- 
chemical analysis. Little good would be achieved within 
the limits of this space by a detailed discussion of physical 
diagnosis and the results of X ray examination and gastric 
analysis. They will be mentioned in the second half of 
this article. Physical examination is an obvious essential 
and can never be omitted. Investigation by the radi- 
ographer and the biochemist are not necessary in every 
instance. Knowledge of symptoms, however, attains in 
this department of medicine a supreme importance. 
Without an adequate appreciation of the symptomatology 
of gastric affections no physician may hope to make the 


minimum of mistakes in diagnosis. It is therefore’ 


necessary to study the main symptoms of gastric 
disturbances in some detail. 


Symptomatology of Dyspepsia. 
Fullness. 


The sensation of fullness or distension in the epigastrium 
has been experienced at some time or other by everyone. 
That it is not more commonly felt by persons in excellent 
health after a full meal is due to the plastic tonus of the 
stomach. The stomach has the power of accommodating 
itself readily to alterations in the bulk of its contents. 
By relaxation of the musculature of the fundus when the 
bulk increases and contraction when the bulk diminishes, 
the intragastric pressure is maintained at a more or less 
constant level. “Galloping” of food will cause fullness in 
normal persons because sufficient time is not allowed for 
relaxation of the fundus, which takes place slowly. Hence 
the intragastric tension is raised, and this rise of pressure 
causes reflexly a feeling of discomfort in the epigastric 
abdominal wall, Fullness, then, is an index of the rise in 
intragastric pressure or of the extent to which the muscle 
fibres are passively stretched; but since it is probably, 


like pain, a viscero-sensory reflex, it is not directly due - 


to stretching of the musculature, but to the consequent 
irritation of the nerve endings in the stomach wall. It 
is frequently, but by no means always, associated with an 
increase in tone. When tone is excessive, the intragastric 
pressure may rise after a meal, owing to failure of relaxa- 
tion, and when tone is deficient or absent the pressure may 
increase owing to tension of food on the gastric muscula- 
ture which supports, so to speak, the “dead weight” of 
the stomach contents. 

Fullness is a symptom common to organic and functional 
disturbances. The patient frequently ascribes it to “wind,” 
possibly because the eructation of wind in small quantities 
may accompany it, but it is frequently independent of 
flatulence. When unaccompanied by pain, it is usually 
due to a functional disturbance of digestion. Occasionally 
mechanical interference with the elasticity of the stomach 
(as by great enlargement of the liver in malignant disease 
and cardiac failure, or of the spleen in myeloid leuchemia) 
may cause simple fullness. When associated with unmis- 
takable and persistent pain, organic disease of the stomach 
is almost certainly present. The two great causes of pain 
and fullness are peptic ulcer and carcinoma. 


Pain. 

Pain arising from stimuli acting on the sympathetic 
nerve endings in the stomach wall (the sympathetic is 
known to supply the pyloric region, though definite 
anatomical evidence that it supplies the body of the 
stomach is lacking) is referred to that portion of the body 
wall which is in communication with the sixth, seventh, 
eighth and ninth thoracic sensory nerves. For some 
unknown reason it is felt chiefly in the vicinity of the 
final ramifications of these nerves and is thus referred to 
the epigastrium. 

Epigastric pain is probably an exaggeration of the 
sensation of fullness. Many patients who complain of 
pain, state that it is preceded by fullness which increases 
in intensity until it becomes painful. It is thus attribu- 
table to extreme tension upon the musculature and there- 
fore on the nerve endings of the stomach. It is not due 
to excessive hydrochloric acid, for hyperchlorhydria may 
exist without it, and experimentally acid may be added to 
the stomach without evoking the sensation of pain. 
Excessive secretion may, however, evoke pain in certain 
diseases by promoting spasm in the pyloric canal. 
Pain—definite, severe pain—is almost pathognomonic of 
organic disease. Unfortunately, patients sometimes 
describe as pain sensations which cause discomfort, but 
have not the severity or usual characteristics of pain. 

Hunger pain is the typical symptom of juxta-pyloric 
ulcer. It arises when the stomach is empty of food, but 
contains highly acid gastric juice. The acidity irritates 
the neuro-muscular mechanism in the vicinity of the ulcer, 
causing pylorospasm, which leads to extreme tension on 
the nerve endings and is therefore the immediate cause 
of the pain. 

Flatulence. 

Patients frequently complain of flatulence when they 
mean fullness, the frequent association of the two 
symptoms being responsible for the confusion. Any clinical 
disturbance of gastric function causes mild flatulence, 
probably because epigastric discomfort leads to reflex 
swallowing of air. Flatulence of marked grade is almost 
invariably due to habit, large quantities of air being 
swallowed consciously or unconsciously (usually the 
latter), the consequent distension of the stomach causing 
fullness, which is relieved by the loud belching of wind, 
but reappears when more air is swallowed. Some par- 
ticular article of food, such as potatoes, is usually blamed 
for this symptom, on the incorrect assumption that it is 
due to fermentation. Worried business men and women 
in the climacteric are prone to it. Flatulence is seldom the 
main symptom of organic lesions, other symptoms, for 
example, pain, vomiting and fullness, being more charac- 
teristic of ulcer and cancer. Flatulence is, however, a 
common symptom of women afflicted with gall stones. 


Vomiting. 
Speaking strictly, all vomiting is central, since the 
mechanism is under the control of the centre in the 
medulla. But it. is customary to distinguish between 
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central vomiting, in which the centre is irritated by 
interference with its blood supply or by circulating poisons, 
and reflex vomiting, in which the centre is stimulated by 
afferent impulses which may pass vid the vagus alone or 
may take more complex nervous paths. 

Vomiting is less frequently associated with disorders 
of the stomach than with causes arising external to that 


organ. Acute inflammatory conditions of the stomach, 
which, except in children, are not common, cause vomiting, 
and it may occur in gastric ulcer without obstruction when 
pain is sufficiently great to evoke the stimulus. Early 
morning vomiting is a feature of chronic alcoholic gas- 
tritis. But persistent vomiting is most characteristic of 
pyloric obstruction (whether due to ulcer or to cancer or 
to pyloric stenosis in children), and of hour glass con- 
traction of the stomach. In purely functional disorders 
it is an uncommon symptom. Hysterical vomiting is 
unaccompanied by either nausea or pain. Occasionally 
neurotic patients make loud and ineffectual attempts to 
vomit, but only succeed in ejecting saliva. 


Hematemesis and Melena. 


The commonest causes of profound hematemesis are 
gastric ulcer, duodenal ulcer, acute alcoholic gastritis and 
cirrhosis of the liver. 

Acute gastric ulcer is a common cause, and when 
vomiting of much blood occurs in chronic ulcer it may be 
assumed that portion of the ulcer is in the active ulcerating 
stage, producing erosion of gastric vessels. The blood is 
frequently bright red. It has the so-called ‘coffee 
grounds” (dark brown) appearance only when it has 
remained in the stomach sufficiently long to allow con- 
version of hemoglobin into hematin by the acid gastric 
juice. Symptoms seldom occur till the blood is actually 
vomited. The blood may fill the stomach very slowly, and 
the first indication of malaise may be the desire to vomit, 
followed by the ejection of a pint or more of blood. There- 
upon the patient manifests the signs of shock and hemor- 
rhage (pallor, faintness, restlessness, and frequently, but 
not always, a rapid and weak pulse). Sometimes profuse 
hemorrhage from an ulcer occurs without antecedent 
symptoms of dyspepsia, and the same remark applies to 
perforation. But the absence of previous symptoms should 
warn the physician not to assume that an ulcer is 
present without exhaustive inquiry into the patient’s habits 
and general health. For example, a man, thirty-five years 
old, after an acute alcoholic bout lasting eight days, 
vomited a startling quantity of blood, which doubtless 
flowed from the engorged vessels of his inflamed gastric 
mucosa. Failure to elicit this history of alcoholism led 
to an incorrect diagnosis of ulcer. Again, a girl, just 
emerging from puberty, had a sudden severe hematemesis. 
The usual inquiries concerning fullness and pain after 
food failed to reveal a history of ulcer, but gastric ulcer 
was the diagnosis made. Later, a history of gradual loss 
of general health, with weakness, loss of weight and slight 
pallor was obtained, and a more careful examination led 
to the discovery of a considerable enlargement of the 
spleen. A correct diagnosis of Banti’s disease with hemor- 
rhage from csophageal varices was then substituted. 
Gastrostaxis or oozing from the vessels of the gastric 
mucous membrane without apparent ulceration is a term 
used to explain hematemesis in persons who have never 
had dyspepsia or other symptoms of disease, and in whom 
the X ray findings are normal. Occasionally these patients 
die as a result of the hemorrhage and a normal gastric 
mucous membrane is found post mortem. It is possible, 
however, that in many, if not all, of these instances more 
careful search would demonstrate erosion of a gastric 
vessel. Minute ulcers have been found after meticulous 
examination, when a less thorough search of the stomach 
wall revealed no lesion. 

Duodenal ulcer is a less common cause of heamatemesis 
than ulcer of the stomach and a more common source of 
melezna. When a patient suffering from dyspepsia vomits 
a large quantity of bright or slightly altered blood and 
passes through the rectum a small amount of dark blood, 
gastric ulcer may be suspected. When he vomits a small 
amount of dark blood and evacuates per rectym a large 
quantity of tarry stools the ulcer is probably located in 
the duodenum. Occasionally the blood passed is bright, 


owing to the extent of the hemorrhage and the rapidity of 
its passage aleng the bowel. Small quantities of ‘coffee 
grounds” in the vomitus and of black altered blood in the 
stools are consistent with an ulcer located in either organ 
or with malignant disease of the stomach or with any one 
of the manifold causes of hematemesis and melena. When 
hematemesis results from duodenal ulceration, the blood 
has regurgitated through the pylorus into the stomach. 

Alcohol addicts may suffer from gastric hemorrhage in 
two ways: first, by erosion of gastric vessels when the 
mucosa is engorged and inflamed by alcohol (alcoholic 
gastritis) and, second, by rupture of esophageal varicose 
veins in which the pressure is raised owing to obstruction 
of the portal venous system (cirrhosis of the liver). Too 
frequently the latter diagnosis is wrongly made through 
failure to distinguish between a temporary and a prolonged 
lapse from sobriety. As the prognosis of portal cirrhosis 
points invariably to death, it is important to remember this 
distinction. 

No attempt need here be made to mention the variety 
of diseases arising outside the alimentary tract which may 
be characterized by the vomiting or passing of blood. In 
the majority little difficulty in diagnosis will be experi- 
enced. Occasionally it is not easy to distinguish between 
gastric carcinoma and pernicious anemia. Pernicious 
anemia is a rare cause of hematemesis, but sometimes it 
is impossible in the absence of repeated and reliable blood 
counts to distinguish between the two. Both diseases occur 
at or after middle age, both are associated with complete 
achlorhydria, both cause pronounced pallor, and both may 
be accompanied by “gastric” symptoms, such as fullness, 
anorexia and vomiting. 

Some mention, however, is necessary of the relationship 
of hematemesis to gastric carcinoma. A malignant growth 
is highly vascular and is likely to promote bleeding. But 
it spreads more by infiltration than by ulceration, and 
therefore erosion of vessels is less likely than in peptic 
ulcer. A profuse hematemesis is seldom caused by 
carcinoma. More often the blood is small in amount, and 
owing to its slow oozing from the vessels it is almost 
invariably “coffee grounds” in colour. The blood comes 
from the ulcerating surface of the growth, but the com- 
paratively slow process of ulceration accounts for the 
rarity of profound hemorrhage. Obvious melena is as 
uncharacteristic of gastric carcinoma as it is characteristic 
of duodenal ulcer. More frequently it takes the form of 
“occult blood” in the stools. 


Loss of Appetite and Loss of Weight. 


A patient loses weight because he eats insufficient food, 
and he eats insufficient food because his appetite is poor. 
There are a few diseases (for example, diabetes mellitus, 
exophthalmic goitre) in which other factors than 
diminished intake of food cause wasting. But in general 
the patient who grows thin is he who is sparing of his 
food. Many mistakes have been made through failure 
to recognize this simple fact. For example, a man of 
forty-five years or more. who complains merely of loss of 
weight is not necessarily a candidate for death. To tell 
him that with such a combination of symptoms cancer 
must be suspected is unjustifiably to frighten him. 
Business or domestic anxiety, overwork, excessive smoking 
or drinking, Cupid’s dart or an ill-fitting tooth plate are 
a few of the multitudinous causes of loss of appetite and 
therefore loss of weight. That the subjects of cancer 
usually waste is not open to question. That they waste 
invariably is not true. It may be that cancer per se is 
responsible for some loss of weight, but in the main 
patients suffering from cancer of the stomach grow thin 
from inability to eat or to retain their food. 

In peptic ulcer the appetite is usually good and often 
excessive and nutrition is therefore unimpaired. But 
wasting occurs when vomiting is a dominant symptom, as 
it is in pyloric stenosis, or when pain is so violent and 
unbearable that vomiting occurs or food is refused through 
fear of pain. It is therefore more common in the chronic 
advanced type of gastric ulcer. Anorexia and loss of 


| weight are far more typical of gastric carcinoma If the 


man of forty-five years or more, mentioned above, suffers 
from these symptoms, together with pain after meals, 
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gastric cancer is the most probable cause. Functional 
disturbances of digestion frequently cause loss of appetite 
and weight of mild degree, but the loss of weight is rarely 
profound and may readily be repaired by correction of the 
dyspepsia and an abundance of food. Dangerous emacia- 
tion from sheer abhorrence of food occurs in hysterical 
young women who have failed to survive a severe 
emotional shock (anoreria nervosa). The history, the age 
of onset (puberty or soon after), the complete disinclina- 
tion for food, the absence of temperature and failure to 
locate any organic lesion make the diagnosis comparatively 


easy. 


Anemia. 

Gastric carcinoma is accompanied by definite anemia 
of the secondary type. The occasional difficulty of dif- 
ferentiation between this disease and pernicious anemia 
has already been mentioned. Although gastric and 
duodenal ulcer are said to be characterized by anemia, the 
red cell blood count is seldom much below normal. The 
subjects of uncomplicated ulcers have a satisfactory colour. 
Any marked pallor may be attributed to recent 
hematemesis or melena. 


Acidity, Heart-Burn and Water-Brash. 


Patients frequently use such vague terms as acidity, 
heart-burn and water-brash to describe their sensations. 
“Acidity” is a sour taste experienced in the mouth and 
upper end of the pharynx, due to regurgitation of gastric 
juice through the cardiac orifice. The mechanism con- 
sists in relaxation of the cardiac sphincter and reversed 
peristalsis of the stomach without diaphragmatic fixation 
or expulsive contraction of the abdominal muscles. 
“Heart-burn” is a sensation of heat or burning felt at 
the lower end of the sternum, frequently relieved by the 
ingestion of bicarbonate of soda. Like “acidity,” it is 
also due to regurgitation. Frequently regurgitation takes 
place into the lower end of the esophagus and thence into 
the mouth, and the patient complains of both “heart-burn” 
and “acidity.” “Water-brash” is a vague expression used 
by patients to describe two different symptoms. One is 
merely excessive secretion of saliva. The other is pyrosis 
or true water-brash due to regurgitation of the acid con- 
tents of the stomach into the mouth. In this sense “water- 
brash” is the equivalent of “acidity.” 

All these symptoms are of little help in diagnosis. They 
are commonly present from time to time in normal 
persons and in those who suffer from functional dyspepsia. 
On the other hand, the subjects of organic gastric lesions 
may complain of them. More reliable symptoms and signs 
are then necessary for the diagnosis. Mention may; how- 
ever, be made here of two interesting clinical facts. The 
first is that stasis of food in the distal end of the gullet 
causes reflex secretion of saliva, which, when swallowed, 
initiates peristalsis of the esophagus and consequent pro- 
pulsion of the bolus. This is called the esophago-salivary 
reflex. In cardiospasm and in wsophageal cancer the 
frequent excess of salivation may be explained on this 
ground. The second fact of clinical interest is that there 
is sometimes notorious difficulty in distinguishing between 
a trivial gastric disturbance and serious. myocardial 
disease, such as angina pectoris. A man of fifty years may 
complain of an attack of indigestion or “heart-burn.” 
When questioned, he describes a sudden pain in the 
epigastrium, over the lower end of the sternum, or even 
over the lower precordial region, lasting a minute or two, 
associated with eructation of air, vomiting sometimes, 
palpitation, and a temporary feeling of air hunger. He 
ascribes these sensations sometimes to indigestion, some- 
times to heart disease, according to his sensations; if 
chiefly pain, to the former, if palpitation and breathless- 
ness, to the latter. There is some truth in the old 
aphorism: “When a man complains of his heart, look to 
his stomach; when of his stomach, look to his heart.” 
The difficulty in diagnosis is minimized if the patient is 
observed in an attack, but this happens but rarely, and 
since physical examination of the heart reveals no 
abnormality in a large proportion of individuals, the 
physician may be required to give an opinion on symptoms 
alone. Unfortunately these patients often give an unsatis- 
factory account of their sensations. In general, however, 


when the emphasis is laid by the patient on breathlessness, 
pallor, precordial pain and consciousness of the heart’s 
action, angina pectoris or even coronary thrombosis is the 
probable condition; when breathlessness is not a pro- 
nounced feature and there is no pallor, but much flatulence, 
“acidity,” fullness and epigastric discomfort, relieved 
quickly by bicarbonate of soda, disturbance of gastric 
function is the more likely cause. No problem tests the 
physician’s skill more than this distinction. This is one 
of the instances in which an electrocardiogram may help 
and not mislead. 


Chief Disorders of Digestion. 
Gastritis. 

“Gastritis” is one of the most ill-used words in medical 
nomenclature. It is frequently used as a term of conveni- 
ence and in this respect is akin to “myocarditis.” While 
gastritis is a true clinical entity, the diagnosis is made 
only too frequently in the absence of any evidence of 
inflammatory reaction in the stomach. 

Acute gastritis may be caused by irritant poisons, 
alcohol and infection with microorganisms. It is probably 
seldom (except in children) that it is due to non-infected 
food. When vomiting is followed by diarrhea and is 
associated with rise in temperature (acute gastro-entero- 
colitis), or when vomiting in a previously healthy person 
is followed by jaundice and sometimes by diarrhea (acute 
catarrhal jaundice), the diagnosis of acute gastritis due 
to infection may be obvious. Acute alcoholic gastritis is 
characterized by nausea and vomiting and sometimes by 
hematemesis. Difficulty only occurs when the patient 
denies the cause of his condition. 

Chronic gastritis is a disease which should be diagnosed 
with caution. The two definite causes are alcohol and 
the continuous ingestion of irritant poisons. Repeated 
“dietetic errors” are said to cause it, but diet is the 
innocent scapegoat of many mistakes in medicine. The 
error is only too often in the diagnosis and not in the diet. 
Though chronic gastritis, pathologically considered, is said 
to occur secondarily to diseases of other organs, for example, 
pulmonary tuberculosis, congestive cardiac failure, cir- 
rhosis .of the liver, pernicious anemia, there is little 
clinical interest in this form. Clinically there is the great 
danger of attributing to primary disorder of the gastric 
function symptoms which take their origin in changes 
external to the stomach. . It is wise, therefore, to avoid 
the diagnosis of gastritis in these conditions. 

In chronic gastritis the hydrochloric acid of the gastric 
juice is diminished or entirely absent (achylia gastrica), 
the gastric mucous membrane is atrophic, and frequently 
there is an excess of mucus in the stomach. The diagnosis 
depends usually on the history of ingestion of a chronic 
irritant, epigastric discomfort and flatulence, loss of 
appetite, vomiting, foul breath and constipation, and on the 
finding of the characteristic changes by gastric analysis. 


Peptic Ulcer and Gastric Carcinoma. 


The most individual, though not a constant, symptom of 
peptic ulcer and cancer of the stomach is pain. 

Gastric ulcer is marked by periodicity of the pain, 
remissions of one or more months being frequent. A 
similar alternation occurs with less frequency in ulcer of 
the duodenum. In gastric ulcer the pain begins a quarter 
of an hour to two and a half hours after meals (the nearer 
its location to the pylorus, the later the pain) and is 
relieved by vomiting, but little or not at all by the inges- 
tion of food. In duodenal ulcer pain begins as the stomach 
empties, and therefore appears two to three hours or more 
after a meal. When “hunger pain” occurs in the small 
hours of the morning the diagnosis of duodenal ulcer is 
suggested. The pain is relieved by food and is unrelieved 
by vomiting. In both types of ulcer the pain is located 
in the epigastrium, with a tendency to spread to the left 
of the middle line in gastric ulcer and to the right in 
duodenal ulcer. Occasionally it is possible to demonstrate 
areas of cutaneous hyperesthesia in these regions. When 
the pain of gastric ulcer gradually increases in intensity, 
becomes more or less continuous, and is now felt not only 
in the epigastrium, but also in the lower thoracic region 
of. the back, it is justifiable to infer that the ulcer’ has 
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penetrated and eroded the pancreas. Vomiting, especially 
at the height of the pain and giving immediate relief, 
is common in gastric ulcer. In duodenal ulcer vomiting is 
rare, unless pyloric stenosis complicates the ulceration. 
Flatulence of mild degree, fullness and heart-burn occur 
in both types of ulcer, but are not characteristic. 

A fractional test meal may aid, but will not establish 
a- diagnosis. Hyperchlorhydria, like achlorhydria, may 
occur in healthy persons. Gastric ulcer, however, shows a 
tendency to association with a normal or only slightly 
increased total and free acidity, whereas ulcer on the 
duodenal side of the pylorus is usually marked by 
hyperchlorhydria. : 

Radiographical examination may show no evidence of 
ulceration in early stages of the disease. Sometimes defor- 
mity of the greater curvature from spasm of the circular 
muscle fibres occurs opposite an ulcer on the lesser curva- 
ture and is demonstrable by X rays. Such spasm may 
occur, however, in the complete absence of ulceration. 
Chronic gastric ulcer on the lesser curvature may be 
revealed by protrusion of the bismuth into the crater of 
the ulcer. This appearance may be associated with 
evidence of hour glass contraction. Duodenal ulcer is 
revealed by the fluoroscope when the stomach is small and 
hypertonic and empties itself of bismuth in an abnormally 
short time, which may be three hours or less, and when 
deformity of the duodenal “cap” is visible. When pyloric 
stenosis complicates the ulcer, a different X ray picture is 
presented. There is gross delay in evacuation of the 
stomach, bismuth being still present at the end of eight 
hours, and the stomach is seen to be dilated. This appear- 
ance is also manifest when a more common cause of 
pyloric stenosis than ulcer, namely, malignant disease of 
the stomach, is present. ; 

The early diagnosis of gastric cancer is of supreme 
importance if treatment is to be of any avail. Unfor- 
tunately patients sometimes present themselves when a 
mass is already palpable in the epigastrium or, worse still, 
the liver is grossly enlarged by secondary deposits. Such 
patients have been remarkably free from pain and vomiting 
and have had symptoms which they referred to mild 
anomalies of digestion. Even when they apply for medical 
advice early, the physician may fail to recognize the 
import of their condition. This is especially true of those 
in whom pain is mild or absent. Fortunately pain is an 
early symptom in the majority of instances. When a man 
of “cancer age,” previously free of gastric symptoms, 
complains of pain coming on especially after his meals, 
the presumption that cancer is the cause should be raised 
in the medical attendant’s mind. To wait for the appear- 
ance of anorexia, vomiting, loss of weight, anemia and 
constant, intractable pain, is to wait too long. X ray 
examination and gastric analysis should be carried out at 
once, and if these results added to the clinical findings are 
not definitely against the diagnosis of cancer, laparotomy 
should be performed. 


Apart from loss of appetite, loss of weight and anemia, 
which commonly exist with cancer in any portion of the 
stomach, the symptoms depend largely on the position of 
the growth. When it is situated near the cardiac orifice, 
dysphagia is the main symptom and X ray examination 
may be necessary to decide whether the growth is in the 
stomach or the csophagus. When present on the lesser 
curvature in the middle of the organ, pain, frequently 
severe, and vomiting of mild degree occur. When a mass 
is palpable, this is the usual location of the tumour. 
Associated hour glass contraction of the stomach may be 
revealed by X rays, but is very difficult to detect clinically. 
None of these appearances is constant, and when patients 
consult a medical man for the first time with lesions 
already well advanced, the tumour is usually in this 
position. The majority of malignant growths, however, 
take origin at or in the vicinity of the pylorus. In the 
early stages pyloric cancer is marked by delayed pain 
after meals, loss of appetite, loss of weight, and slight 
pallor, but as it grows the characteristic symptoms of 
pyloric stenosis appear. Vomiting becomes frequent and 
pronounced. Commonly the patient retains his breakfast 
and lunch, but after dinner vomits half-digested material 
composed of all three meals; or the vomitus on any day 
may contain food eaten on the previous day. Blood of 


“coffee grounds” appearance is frequently vomited under 
these conditions. Owing to the vascular nature of malig- 
nant growths, hematemesis accompanying symptoms of 
pyloric stenosis is evidence of carcinoma rather than of 
ulcer. Peptic ulcer in the active vascular stage seldom 
causes stenosis, this complication being usually reserved 
for cicatricial ulcers of long standing which have lost 
much of their vascularity. Pyloric cancer is not always 
marked by stenosis and dilatation of the stomach. 
Occasionally the invading cancer mass destroys the func- 
tion of the pyloric sphincter without encroachment on the 
pyloric lumen. Food then passes straight through the 
pylorus after a meal, the stomach emptying itself witb 
astonishing rapidity. Diffuse scirrhous cancer invading 
the submucous and muscular layers of the whole organ 
and marked by low malignancy and great connective 
tissue proliferation (linitis plastica, “leather bottle” 
stomach, “india-rubber bottle’ stomach) is distinguished 
by the same hurry in evacuation. The stomach is con- 
verted into an inelastic, rigid, tubular organ of small 
ealibre. The radiographic picture in this type is pathog- 
nomonic. Clinically, the patient complains of fullness after 
meals and inability to eat more than a few spoonfuls of 
food at one time. He is unable to vomit and hematemesis 
does not occur. It is seldom that any mass is palpable in 
the epigastrium. 


Reflex Dyspepsia. 

Diseases in other abdominal viscera are frequent causes 
of interference with gastric function. The symptoms are 
due to reflex pylorospasm, accompanied sometimes by 
hypersecretion. Thus a patient suffering from appendi- 
citis may complain of symptoms which simulate closely 
those of gastric or duodenal ulcer. He may have fullness 
and flatulence, epigastric pain, occasionally “hunger pain,” 
and vomiting. Much difficulty is experienced in making a 
diagnosis. When the symptoms occur at very irregular 
intervals, lacking the more or less constant periodicity of 
gastric ulcer, when they last for a short period (one or 
two days), have their onset at night, are made worse 
when the patient moves about, and when diet and alkali 
treatment give no relief, appendicitis is the probable cause. 
Sooner or later in one of the attacks definite tenderness 
is felt over McBurney’s point, but the physician may 
sometimes make a diagnosis by palpation of the right iliac 
fossa per rectum. 


Cholecystitis is similarly attended by symptoms of full- 
ness, flatulence and epigastric pain. Vomiting may occur, 
but is not common. The painful “flatulent dyspepsia” of 
fat women is often due to gall stones. Again, the 
irregularity and brevity of the attacks should warn the 
physician that the stomach is not at fault. Tenderness on 
palpation over the tip of the ninth costal cartilage while 
the patient takes a deep inspiration, and radiation of the 
pain to the right scapular region make the diagnosis easy, 
but, unfortunately, the tenderness is occasionally limited 
to the epigastrium. We now have in Graham’s test a 
valuable adjuvant to diagnosis in doubtful cases. 


Functional Dyspepsia. 


No branch of medicine is in a greater state of confusion 
than that which deals with so-called functional disorders 
of digestion. While classifications of these forms into 
anomalies of secretion and motility, into “sthenic” and 
“asthenic” compartments are of great interest physio- 
logically, they are of little value to the physician who is 
unable and sometimes unwilling to persuade his patients 
to submit themselves to the skill of the radiographer and 
the biochemist. Moreover, when a patient has been proved 
to have achlorhydria or hyperchlorhydria, atonicity or 
hypertonicity, there is no certainty that his symptoms are 
caused by these defects. An etiological classification works 
best in practice and has the advantage of being intelligible 
and convincing to the patient. 

The great majority of functional disorders are due to 
mental and emotional causes and the majority of mistakes 
in diagnosis (and in treatment) are attributable to failure 
to recognize this fact. The mental causes include exhaust- 
ing mental strain, excessive worry over business, domestic 
unhappiness and the like. Emotional factors are illus- 
trated by the reactions to “shock,” as when a sensitive 
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individual is threatened with bankruptcy or with the death 
of one of his family. Many instances of nervous dyspepsia 
are really examples of anxiety neuroses. Many persons 
find mental conflicts unbearable, attempt to confront the 
problems of their existence for a time atid then give up 
the struggle. Their mental anxiety is transformed into 
physical: symptoms. Unconsciously they transfer the 
battleground of their emotions from the mind to the body. 
We are all cognizant of the palpitation which is a physio- 
logical response to a sudden mental shock, and of the 
curious “sinking” sensation in the epigastrium which 
accompanies excessive worry. These normal reactions are 
seized upon as excuses for the discontinuance of the con- 
flict, and the patient approaches his medical adviser 
complaining of heart trouble or indigestion. It is therefore 
necessary to interrogate the patient on worries which he 
is unwilling to revive, whenever there is any suspicion 
that he is suffering from dyspepsia of the non-organic kind. 
It is doubtless true that many of ‘the symptoms depend 
on the type of secretory and motor functions which are 
peculiar to the individual. Thus the patient who has 
hyperchlorhydria, hitherto unconscious of this abnormality, 
now complains of fullness after his meals, sour eructations 
and heart-burn. The subject of achlorhydria or achylia 
gastrica suffers from a “heavy” sensation in the epigas- 
trium, loss of appetite, flushing of the face after meals 
(as in acne rosacea) and much flatulence. Hypertonus 
frequently accompanies hyperchlorhydria and when it 
does, the amount of food taken at any meal.is small, 
while the desire for frequent breaking of fast is strong. 
When excessive secretion coexists with normal tone, the 
appetite is increased. Atonia and achlorhydria are marked 
by a feeling of weight in the epigastrium and much flatu- 
lence. The flatulence is, of course, due to aerophagy from 
reflex swallowing. The patient, interpreting his sensation 
of fullness as gaseous fermentation, attempts to eructate 
gas and at first only succeeds in gulping down air. Later 
he regurgitates the air he has swallowed, experiences 
satisfaction and relief, and promptly swallows more. Air 
swallowing is not limited, however, to the subjects of 
atonic and achlorhydric dyspepsia. Only a broad differen- 
tiation of symptoms conformable to the various physio- 
logical types of dyspepsia is possible. 


While “dietetic indiscretions” are commonly blamed for 
the onset of functional dyspepsia, it is probably seldom 
that this is true. It is difficult to understand why a young 
man who has eaten all foods with ease for several years, 
should suddenly fail to digest a meal of pork, unless, of 
course, the food is infected and sets up a true gastritis. 
Nervous factors again predominate even in these instances. 
It is possible, however, that habit and incorrect dietetic 
training may operate in the causation of symptoms of 
indigestion. We can hardly wonder that a girl, warned 
through life by her mother that certain foods are indiges- 
tible, should promptly vomit whenever she disobeys her 
mother’s injunction. 

The diagnosis of functional dyspepsia is not difficult 
when the patient’s former gastric history, symptoms, and 
mental worries are investigated. The one characteristic 
feature is the absence of pain. Patients, however, some- 
times describe as pain symptoms which after interroga- 
tion prove to be “sinking sensations,” fullness and so on. 
Sometimes the coexistence of “functional pains” elsewhere, 
“lifting” and “crushing” sensations in the head, and 
vasomotor disturbances, such as dizziness and flushings, 
suggest by analogy the real nature of the “indigestion.” 


Diseases Simulating Dyspepsia. 


Reference has already been made to the frequent occur- 
rence in extragastric affections of symptoms which patients 
commonly ascribe to some disorder of the stomach. When 
the physician falls into this error, the cause usually lies 
in too early attempts to make a diagnosis, failure to make 
a full physical examination, or imperfect appreciation of 
the significance of symptoms. There is a tendency to 
allocate symptoms to special organs without reference to 
the possible existence of a disturbance of integration of 
the bodily functions. Many diseases which may simulate 
dyspepsia are marked by irritability of the vomiting centre. 
These include the common acute infections in their early 
stages, chronic infections like pulmonary tuberculosis, 


pregnancy, the “uremic state’ in acute and chronic 
nephritis, diabetic and other forms of acidosis, the primary 
anemias, conditions associated with secondary anemia and 
malnutrition, angina pectoris and coronary thrombosis, 
the gastric crises of tabes dorsalis, cerebral tumour and 
migraine. It is seldom that complete investigation leaves 
the differentiation of dyspepsia from these conditions in 
doubt. The more frequent difficulty is to decide what extra- 
gastric disease is responsible for the vomiting. 

Pain is a less common cause of confusion. Epigastric 
pain may occur in diaphragmatic pleurisy and basal 
pneumonia, in spinal caries, spinal neoplasm, tabes dorsalis 
and herpes zoster. The special character of the pain and 
the associated symptoms and signs facilitate the diagnosis. 

C. G. MoDonatp, M.B., Ch.M. (Sydney), 
Tutor in Medicine, The University of 
Sydney; Honorary Assistant Physician, 
Royal Prince Alfred Hospital, Sydney. 


<i 


Che Ropal Australasian College 
of Surgeons. 


ANNUAL MEETING. 


THE FOURTH ANNUAL MEETING OF THE COLLEGE OF SURGEONS 
oF AUSTRALASIA was held at British Medical Association 
House, 135, Macquarie Street, Sydney, on March 30 and 31, 
1931, Str Henry NEwLanp, the President, in the chair. 

The meeting was formally opened by His Excellency the 
Governor of New South Wales, Air Vice-Marshal Sir Philip 
Game. 

President’s Address. 

Sir Henry NEWLAND, in the course of his address, said 
that His Majesty the King had been pleased to approve of 
the prefix “Royal” to the title of the College. The proposed 
new title, “The Royal Australasian College of Surgeons,” 
would proclaim that the surgeons of Australia and New 
Zealand would cherish and maintain British traditions 
and uphold the ideals of the parent college in England. 
The College had been further honoured by a grant of a 
coat of arms through the College of Heralds, and as a 
mark of special favour supporters for the arms had been 
granted. An announcement had also been made that the 
Royal College of Surgeons of England proposed to present 
the College with a mace. His Majesty the King had given 
permission for the orb and cross to be included in the 
design of the mace. It was hoped that Lord Moynihan 
would make the journey to Australia to present the mace 
at the next annual meeting. Sir Henry also referred to 
the incorporation of the College and said that it was felt 
that this incorporation should be replaced by incorporation 
under Royal Charter. 


The Education of a Surgeon. 
Proressok Harotp Dew read a paper entitled: 
Education of a Surgeon.” This address will be published 
in a subsequent issue. 


Admission of Fellows. 

The following, having been elected fellows, were formally 
admitted to fellowship by the President. 

New South Wales: Conrad George Howell Blakemore, 
Paul Dudley Braddon, Ashleigh Osborne Davy, Donovan 
Sylvester Foy, James Aloysius Foedus Flynn, Garnet 
Reginald Halloran, Walter Wallace Martin, Ian Douglas 
Miller, Henry Absalom Ridler, Maurice Philip Susman, 
Alfred Basil Keith Watkins. . 

New Zealand: Patrick Augstine Ardagh. 

Queensland: Alan Edward Lee, Hugh Sylvester 


McLelland. 
Victoria: Dougan Bird, Hubert Sheppard Bush, Joseph 


Love, Francis Julian Bowyer Miller. 


THE BUSINESS MEETING. 
The business meeting in connexion with the annual 
meeting was held on March 31, 1931. 
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Election of Members of Council. 


The President announced that the ballot for five 


vacancies on the Council resulted in the reelection of the 
retiring members as follows: Sir Louis Barnett, R. Gordon 
Craig, H. B. Devine, Alan Newton, Ralph Worrall. 


Newly Elected Fellows. 


The Honorary Secretary reported that the following 
fellows were elected by the Council at its meeting on the 
previous day: 

England: Sir Douglas Andrew Shields. 

New South Wales: Frederick William Dean Collier, 
William Elphinstone Kay, Harry’ Herbert Lee, Donald 
Walter McCredie, Walter Perry, Leslie Gordon Tait. 

New Zealand: John Maxwell Clarke, Reginald Stephenson 
Jordan Fitzgerald, Charles Mills Greenslade, Richard John 
Burnside Hall, James Peter Speid Jamieson, David 
Collingwood Low, Frank Macky, Keith Stuart Macky, John 
Campbell McKenzie, James Thomas Wellington Wilkin. 

Queensland: Paul Ernest Voss, Ralph Edward Weaver. 

South Australia: Roland John Stanley Grose Beard, 
Reginald Francis Matters, Brian Herbert Swift. 

Tasmania: John Bruce Hamilton. 

Victoria: David Dorey Brown, James Mayo Buchanan, 
John Boyd Buchanan. 

Western Australia: Leslie Ernest Le Souef.. 

The following junior member was elected a fellow: 

New South Wales: Reginald Angel Money. 


Report of the Council. 


The report of the Council was presented and the items 
were discussed seriatim. In this short account of the 
meeting only those matters of interest to readers will 
be mentioned. 


Number of Fellows, 


The number of fellows is as follows: Honorary fellows, 
2; fellows, 391; junior members, 17. 


Primary Fellowship Examination. 

Arrangements for the holding of the primary fellowship 
examination of the Royal College of Surgeons of England 
have been completed. The examination will be held at 
Melbourne on August 11, 1931. The following examiners 
have been appointed: Professor William Wright, anatomy; 
Professor G. A. Buckmaster, physiology. Professor F. 
Wood Jones has been appointed Assessor in Anatomy and 
Professor W. A. Osborne, Assessor in Physiology. Associate 
Professor H. S. Summers is Superintendent of the 
Examination and Dr. W. A. Hailes is Superintendent of 
Dissections. 

It was explained that the Assessor has the right to see 
the written papers, but can in no way determine the result 
of the examination. ~ 

The Honorary Secretary said that it was not generally 
recognized that there might not be any future examination; 
this depended on the success of the first examination. 


Incorporation of the College. 

Incorporation of the College was completed on October 
24, 1930, under the Companies’ Act, 1928, of the State of 
Victoria. The following two clauses of the Constitution 
were omitted from the Memorandum of Association: 

(b) To safeguard the welfare of the community by 
indicating that its Fellows have attained a high 
standard of surgical competency and are of high 
character. 

(c) To educate the public to recognize that the 
practice of surgery demands adequate and special 
training. 


Clause (e) in the Constitution, which reads: 
To arrange for adequate post-graduate surgical 
training at universities and hospitals. 
was altered to read: 
To arrange for adequate post-graduate surgical 
training at universities and hospitals and to conduct 
examinations of candidates for admission to fellowship. 


Higher Degrees in Surgery. 


At the conference held in Melbourne on March 27, 1930, 
which was attended by delegates from the medical faculties 
of the Universities of Sydney, Melbourne and Adelaide, 
agreement was reached upon regulations for a uniform 
M.S. degree in surgery. This agreement has subsequently 
been modified in various ways by the three universities 
concerned. The position, as it now stands, may be briefly 
stated as follows: 

1. The University of Sydney has adopted regulations 
which require candidates to pass the primary examination 
in anatomy, physiology and pathology and a second exam- 
ination in the principles and practice of surgery and such 
one of the following groups as the candidate may select: 

Group (i): General surgery, including surgical anatomy, 
pathology and operative surgery and the history of the 
subject. 

Group (ii): Obstetrics and gynecology, including the 
history,‘anatomy, pathology and operative surgery of those 
subjects. 

Group (iii): Diseases of the eye, including the history, 
anatomy, pathology and operative surgery of the subject. 

Group (iv): Diseases of the ear, nose, throat and larynx, 
including the history, anatomy, pathology and operative 
surgery of those subjects. 

2. The University of Adelaide has adopted similar regu- 
lations, with the exception that the first examination is 
in anatomy and physiology only. 

3. The University of Melbourne has adopted regulations 
similar to those of the Adelaide University regarding the 
M.S. degree in surgery, that is, there is a first examination 
in anatomy and physiology and a second examination in 
surgery, surgical pathology and surgical anatomy. A new 
regulation of this university provides that a candidate who 
has passed the primary examination for the fellowship of 
the Royal College of Surgeons of England, after gradua- 
tion, may, on application to the Faculty of Medicine, be 
exempted from Part I of the examination for the M.S. 
degree. The university has refused to grant an MS. 
degree in the various specialties, but is instituting 
diplomas of ophthalmology, oto-rhino-laryngology, and 
gynecology and obstetrics. 

The Honorary Secretary said that the Council at its 
last meeting had defined what would be meant by the term 
“senior surgical qualification,” which would be demanded 
of candidates after February, 1932. This definition was 
that a senior surgical qualification must be obtained by 
an examination involving a primary examination in 
anatomy and physiology and a final examination in 
surgery, surgical anatomy and surgical pathology. No 
definition had yet been made by the Council as to what 
constituted a senior surgical qualification in the various 
specialties. ; 

Dr. H. R. G. Poate thought that further representations 
should be made to the University of Sydney to ask it to 
fall into line with the Universities of Melbourne and 
Adelaide. A motion to that effect, proposed by Dr. Poate, 
was seconded by Dr. Victor Hurley and carried. 

On the motion of Dr. Poate, seconded by Dr. Victor 
Hurley, it was decided to ask the University of Sydney to 
pass a regulation to the effect that candidates who pass 
the primary fellowship examination of the Royal College 
of Surgeons of England might on application to the Faculty 
of Medicine be exempted from Part I of the examination 
for the M.S. degree. 


The Future Admission of Fellows. 


It was explained that the Council had authorized the 
Executive to draw up a revised policy in regard to the 
future admission of fellows and that this policy would be 
presented to the Council at its next meeting. The Council 
believed that the policy should be amplified in the following 
directions: 

(a) The College should take active steps to insure that 
candidates for fellowship should have the opportunity of 
serving a surgical apprenticeship as assistants to honorary 
surgeons at large public hospitals. 

(bo) That each candidate, after he has obtained a senior 
surgical degree and has served the necessary period of 
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surgical apprenticeship, should be interviewed by a board 
of censors, which shall satisfy itself as to his surgical 
training and ability. 

The Honorary Secretary explained that this might take 
any form chosen by the board of censors; even an examina- 
tion of the candidate as to his surgical ability and 
judgement might be undertaken. 


Coat of Arms. 

The achievement of arms for the College has been 
approved by the College of Heralds, and letters patent 
have been signed. The heraldic description of the arms is 
as follows: 

Or and argent between a Saint George’s Cross upon 
which is imposed a flaming torch or between two serpents 
each encircled proper. In cantons one and four, a swan 
sable; in cantons two and 


seemed capabie of adding value to the gift and that has 
been supplied by the announcement that Lord Moynihan 
proposes, if possible, to make the long journey demanded 
in order to present the mace in person. 


A College Building. 

It was pointed out that the Council has authorized the 
Executive Committee to hold an investigation and report 
upon the question of a suitable site for a permanent 
building for the College in Melbourne. 

Dr. Archie Aspinall, Dr. H. R. G. Poate and Dr. E. D. 
Ahern strongly supported the suggestion that the building 
should be in Melbourne. 


The Results of Ramisection. 
It was stated that the attention of the Executive Com- 
mittee was directed to a 
leading article in THE 


three, a lymphad sable. 
On a chief azure, a rising 
sun in glory. 

Supporters: Dexter, 
Chiron. ‘Sinister, Apollo. 

Crest: A female sphinx 
affrontée, winged and sur- 
rounded by an aureole of 
sun’s rays, on a torse of 
the colours blue and gold. 

The whole _ standing 
upon a mount vert, arising 
from the Southern Hemi- 
sphere, in front of which 
is a scroll bearing the 
motto: Fax mentis incen- 
dium glorie. 

Chiron, as the mentor of 
Nestor, may be regarded 
as the father of wisdom. 
He holds a bow as a sym- 
bol that he could protect 
education by force. Apollo, 
God of Healing, holds his 
best known symbol, the 
harp, to show he can instil 
knowledge by gentle 
means. The lymphad, 
symbol of discovery by 
sea, is used in preference 
to a viking or long ship, 
as this latter suggests 
discovery by Norsemen. 

The Honorary Secretary 
explained that the swan 
was chosen from the Aus- 
tralian coat of arms, and 
the lymphad, or long ship, 
from the New Zealand coat 
of arms. The female 
sphinx, part woman, part 
lion, part bird, was 
selected as the _ crest 


MEDICAL JOURNAL OF AUS- 
TRALIA suggesting that a 
committee should be insti- 
tuted in Australia by the 
College to investigate the 
results of ramisection. The 
Executive Committee has 
appointed the following 
persons to act as a com- 
mittee for the State of 
Victoria: Professor F. 
Wood Jones, Chairman; 
Sir Richard Stawell, Dr. 
Fay Maclure, Dr. H. C. 
Trumbell, Dr. <A. &E. 
Coates, Dr. J. B. Colquhoun 
and Dr. H. F. Maudsley. 
It was further pointed out 
that a letter had been sent 
to the State committee for 
New South Wales, sug- 
gesting that similar action 
should be taken in that 
State. 


Hydatid Registry. 

The Registrar of the 
Registry of Hydatid 
Disease, Dr. R. A. H. 
Fulton, reported that he 
received’ thirty-six 
case histories from New 
Zealand and eighteen from 
Australia. The President 
appealed to the fellows to 
report their cases. of 
hydatid disease to the 
Registrar. 


The Journal of the College 
of Surgeon of 
Australasia. 


The Council has decided 


because of the proverb 
that a good surgeon should 
have “the heart of a lion, 
the eye of an eagle and 
the hands of a lady.” The translation of the motto is: 
“The flame of glory is the torch of the mind.” 


Relations with the Royal College of Surgeons of England. 


The following is an extract of the report dealing with 
the relations of the College with the Royal College of 
Surgeons of England. 

The Council desires to place on record its deep sense 
of obligation to the Royal College of Surgeons of England 
for the unique kindness and helpfulness that has charac- 
terized all the dealings and correspondence of that 
venerable. body with this youthful institution during the 
past year. To the members of the Council individually 
for their generous gift of a mace the Council will tender 
grateful thanks: on behalf of the whole body of Fellows 
of the Australasian College. One thing.alone could have 


The coat of arms of the Royal Australasian College of Surgeons. 


that the name The 
Journal of the College of 
Surgeons of Australasia 
shall be changed to The Australian and New Zealand 
Journal of Surgery. It was pointed out that the original 
name was misleading, as it suggested a journal whose 
function it was to report only the transactions of the 
College. It implied that the journal was only for the 
fellows and that contributions were limited to them. The 
true function of the journal was to act as an expression 
of Australian and New Zealand surgical thought, and 
therefore its name should not be liable to misconception. 
The hope was entertained that with the new title an 
international circulation would be more readily obtainable. 


CHANGE OF NAME OF THE COLLEGE. 


At an extraordinary general meeting held at the. con- 
clusion of the annual general meeting it was. resolved 
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that the name of the College should be changed to ‘The 
Royal Australasian College of Surgeons.” This decision 
was subsequently confirmed at a second extraordinary 
general meeting and, as required by law, received the 
approval of the Governor-in-Council of the State of 


Wedical Prizes. 


THE JACKSONIAN PRIZE. 


THE Jacksonian Prize of the Royal College of Surgeons 
of England for 1931 has been awarded to Dr. E. S. J. King, 
of Melbourne. 

~The Jacksonian Prize was instituted in 1800 by Samuel 
Jackson, It is probably the most coveted prize of the Royal 
College of Surgeons of England. It has been: won by 
many prominent men, including Cheyne, Bowlby, 
Treves and Bland-Sutton. In 1923 it was awarded to 
H. R. Dew, of Melbourne. Competition for the prize is 
limited to fellows and members not on the Council. 

The subject of Dr. King’s essay was “The Pathology of 
Ovarian Cysts and its Bearing on their Treatment.” Dr. 
King made a complete review of the literature and covered 
three thousand references. He based his work on five 
hundred specimens. -He included a histogenetic classifica- 
tion of the cysts and cystic tumours and some special 
work on the embryology, physiology and comparative 
anatomy. Special work was introduced on the luteal cysts, 
especially the tarry cysts, the endometriomata, some 
aspects of the teratomata and also the carcinomata and 
stromatogenous tumours. There were over eight hundred 
illustrations. 

The medical profession of Australia cannot fail to be 
gratified that one of their number has gained such a high 
distinction and has added to the prestige of Australian 
surgery. We offer Dr. King our congratulations and hope 
that his monograph will be published. 


<i 


Corcesyonvence. 


PROFESSIONAL ADVERTISEMENT. 


Sir: I should like to dilate upon the strictures of Dr. 
Barry concerning the conduct of the Association in passing 
certain resolutions concerning conduct, in future to be 
termed “unprofessional.” 

I regret that I did not keep the copy of these resolutions 
sent me. As a matter of fact, after reading through it, I 
consigned it to the W.P.B.—more in anger than in sorrow 
that the Association should have caught the epidemic of 
repressive legislation. 

‘With regard to By-Law 9, Section (a), the “catch,” of 
course, lies in the phrase “shall be a party.” To take the 
specific instance of Dr. Page, were it desired to publish 
his portrait, it would be quite unnecessary to approach him 
for a copy, as there would be one in the press gallery. 
Therefore, the leader of the Country Party, not having 
been asked for his photograph would not “be a party” to 


- its publication. I take it that the section was principally 


directed against home-coming graduates (mostly young), 
returning after a course of studies abroad. In this, I 
think, the regulation is necessary, but still the same 
loophole remains. 

Why, however, we should not be allowed to inform our 
old and prospective patients that we have started work 
again, I, for one,. cannot see. Surely it cannot be that 
these terrible general practitioners put themselves to the 
expense of frequent holidays and frequent change of rooms 
simply to indulge in this form of advertising! I think 
that the majority are of the opinion that the old regulation 
here worked very well and that the new one is repressive, 
unnecessary and trivial. 

I, in common with Dr. Barry and a large number of 
other members, am of the opinion that there are many 
other things with which the Association might well (and 


better) concern itself, those mentioned by Dr. Barry for 
instance, and especially the Workers’ Compensation Act. 
This latter is an instance in which the Council have been 
ultra-pliant in the concessions to the companies regarding 
fees, on the ground that payment is easily forthcoming if 
we look to the companies for it. Frequently the reverse 
is the case, the fee being disputed, the number of visits 
necessary queried by a company referee, and patients even 
bluffed that they must be attended by the company’s doctor. 
In this connexion may I ask whether it is still not a very 
grave breach of professional etiquette for one medical 
man to see a patient under treatment by another? Appar- 
ently not, when the case is a workers’ compensation one. 
Why is it that no strong stand is taken by the Council in 
this matter and the companies not forced to carry out 
the provisions of the act, which provides for the worker 
being seen by a referee only if employer or employee ask 
for such an examination? 

To return to the point. The most important of Dr. 
Barry’s contentions is that it is highly undesirable and, 
in fact, quite wrong, to call “general meetings” to discuss 
far-reaching resolutions and to deprive a great many 
members of the right of vote. I should like to see other 
members express themselves strongly upon these most 
unsatisfactory and high-handed methods. 

The piéce de résistance of the whole letter lies in the 
post scriptum. The publication of the names of the office 
bearers in The Sydney Morning Herald helps us to realize 
how many of our members do not seem to glimpse the 
first outlines of consistency. Apparently what is sauce for 
the goose is not always sauce for the gander. 


Yours, etc., 
H. Burnett BrRvce. 
“Sedgemoor,” 
Collaroy Beach, 
New South Wales. 
. May 17, 1931. 


Sir: To Dr. Keith Barry’s letter which appeared in THE 
MeEpIcAL JOURNAL OF AUSTRALIA of May 16, is added a 
post scriptum to the following effect: ‘Would one call the 
publication of the names of our new office bearers in The 
Sydney Morning Herald an indirect advertisement?” 

The answer to this question is in the negative. Our 
journal is registered as a newspaper and consequently the 
lay press has access to its columns. Most of the news- 
papers published in Sydney (and, no doubt, those in the 
other States also) include in their news items from time 
to time extracts from THE MEpIcCAL JOURNAL oF AUSTRALIA 
without any acknowledgement of the source of their infor- 
mation. There is no obligation on their part to make such 
acknowledgement and they only publish those items which 
their editors think have a news value as far as the general 
public is concerned. This it is impossible to prevent. The 
publication of the names of the new Council of the New 
South Wales Branch of the British Medical Association 
was made in this way in The Sydney Morning Herald 
without the knowledge of those directly .concerned. 


Yours, etc., 
C. H. E. Lawes, 


Honorary Secretary, New South 
Wales Branch of the British 
Medical Association. 


Petersham, 
New South Wales, 
May 27, 1931. 


SCARLET FEVER IMMUNIZATION. 


Str: I am glad to note that my letter has aroused the 
conscience of the authorities at the Children’s Hospital, 
Sydney, but they unfortunately persist in discussing 
diphtheria immunization instead of universal Dick testing. 
Their confession that “Dicks are of less importance . 

having only been done when occasion required,” and the 
fact that the hospital report shows that only fifteen tests 


' have been done in two years, finally prove that even in 
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1931 they are not giving their medical and nursing staff 
an adequate modern protection against scarlet fever. 

I must apologize for addressing my offer to the wrong 
authority, but the true authorities need not fear its 
repetition, however obvious the necessity for educative 
interference may become. 

Yours, etc., 
“DICKENS.” 


Sydney, 
May 28, 1931. 


MDbituarp. 


WILLIAM SPROULE. 


WE regret to announce the death of Dr. William Sproule, 
which occurred at Cronulla, New South Wales, on May 
26, 1931. 


COLIN PERCIVAL STEWART. 


WE regret to announce the death of Dr. Colin Percival . 


Stewart, which occurred on June 1, 1931, at Darlinghurst, 
New South Wales. 


Books Received. 


PATHFINDERS IN MEDICINE, by Victor Robinson, M.D.; 
Second Edition; 1929. New York: Medical Life Press; 
Sydney: Angus and Robertson. Royal 8vo., pp. 827, with 
illustrations. 

THE PHYSICIAN OF THE DANCE OF DEATH: A 
yy ge STUDY OF THE EVOLUTION OF THE 

NCE OF DEATH MUTHUS IN ART, by A. S. Warthin, 
PED. M.D., LL.D.; 1931. New York: Paul B. Hoeber. 
Double Demy 9mo., pp. 158, with 92 illustrations. 


A HANDBOOK FOR NURSES, by J. K. Watson, M.D.; Ninth 
Revised Edition; 1931. Crown 8vo., D Pp. 1067, with illus- 
trations. London: Faber and Faber; Sydney: Angus and 
Robertson. 

THE er, ei ITS CONTROL BY DIET AND 
INSU NCISE PRACTICAL MANUAL FOR 
PRACTITIONERS AND PATIENTS, by R. D. Lawrence, 

M. M.R.C.P.; Sixth Edition; 1931. London: 
J. and A. Churchill ; Sydney: Angus and Robertson. Demy 
8vo., pp. 221, with fourteen illustrations. 

CRIPPLED CHILDREN, i TREATMENT AND 
ORTHOPEDIC NURSING, by E . D. McBride, B.S., M.D., 
F.A.C.S.; 1931. Saint Louis: The C. V. Mosby Company. 
Royal 8vo., Ppp. 280, with 159 illustrations. Price: $3.50 
net. 

=. DIAGNOSIS AND TREATMENT OF BRAIN TUMORS, 

E. Sachs, A.B., M.D.; 1931. St. Louis: The yy; 
Mosby Company. Crown 4to., pp. 396, with 224 illus- 
trations, including ten in colours. Price: $10.00 net. 


Diary for the Wonth. 


Junp 9.—New South Wales Branch, B.M.A.: Ethics Committee. 

JUNE 11.—Victorian Branch B.M.A. Council. 

JUNE 12.—Queensland Branch, B.M.A.: Council. 

JuNE 16.—New South Wales B.M.A.: Executive and 
Finance Committe 

JUNE 23.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

JuNE 24.—Victorian Branch, B.M.A.: Council. 

JUNE 24.—South Australian Branch, BM.A.: 

JUNE 25.—New South Wales Branch, B. MA: 

JuNE 26.—Queensland Branch, B.M.A.: coma. 


Wevical Appointments Vacant, etc. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, ete., see “Advertiser,” page xviii. 


PertH HospirAL, PERTH, WESTERN AUSTRALIA: Resident 
Radiologist, Resident Pathologist. 


Wevical Appointments: Important Motice, 


MupicaL practitioners are requested not to 
appointment referred to fo follow: Feta thout ha’ 


BRANCH. APPOINTMENTS. 


Australian Natives‘ Associatio! 
Ashfield and United” Friendly 


Societies 

Balmain “united riendly Societies’ 

Friendly Society es at Casino. 

New Waums: | Leichhardt and etersham United 

ey Secretary, Friendly Societies’ Dispensary. 

135, Macauarie Street, | Manchester Unity Medical and_ Dis- 

Sydney. maing Institute, Oxford Street, 

ydney. 

North Sydney Friendly Societies’ Dis- 
pensary Limited. 

People’s Prudential Assurance Company, 


Pheenix Mutual Provident Society. 


All Institutes or Medical Dispensaries. 
VICTORIAN : Honorary | Australian Prudential Association, Pro- 
Secretary, Medical prietary, Limited. 
Society. Hall, Mutual National Provident Club. 
Melbourne. National Provident Association. 
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